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INTRODUCTION
It behooves every man who plans to associate
,his 11fe with medicine to undertake the study of a
presentation of this type.

It is all too true that many of our hospitals

operate in an inefficient manner.

It is also true that

care is too expensive for the lower income groups.
Today,·because of. these and other such inade

quacies for medicine, and because that Proteus we

speak of as our social order continually evolves new
shapes and forms, the very existence of the hospital
system is threatened unless tbe income rates of the

people remain at a h1gb level.

It bas become obvious that changes are needed
and that changes will be made.

The proposed legisla

tive changes are fr�ghtening indeed.

This paper is written with the desire of coming

to understand the existing hospital system.

This must

be done before we can evaluate and criticize--before,

surely, we can know what changes are needed.

Hospital administration, since it is definitely
related to all fields.of medicine, serves as a central
point about which to group ideas.

By its study a pic

ture may be brought into focus depicting the medical
system with all of its units in proper relationship.
-1-

I will, therefore, present in this paper a de
scription of hospital administration, its relations
and its problems.

The description cannot be complete

nor can every problem be discussed--tbat is neither
needed nor possible.

It is sufficient that an initial

understanding be .gained; then shall my purpose be ful

filled.
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PART I - ORGANIZATION

•
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HOSPITALS TODAY:

ADMINISTRATION AND MANAGEMENT

The old concept of a hospital being solely a
place for the treatment of the sick is a worn out con
cept indeed.

Since, besides the treatment of the

sick, its work includes medical education, nursing

education, social service and research, the present

day voluntary hospital can best justify its existence

by definite aims, efficient organization, adequate
service and vigorous administration.

These are pre-requisites for the hospitals with
the end in viev of making an intelligent, thorough,
comprehensive application of what science bas revealed
and of discharging their avowed purpose--to relieve

suffering.
this?

But have the hospitals of our country done

The problem is largely one of economics.

The de

mand for medical care is revealed in reports which
state that industrial accidents and occupational

disease normally burden the people with a greater tax
than the national and state taxes combined.

The supply

of medical care, on the other band, 1s somewhat limited
to those who can afford it.

This is because hospital

costs are high and are continually being pushed higher
by the steadily 1ncreaa1ng expense of intradepartmental
specialization.

Although it is true that present day hospitals

are eleemosynary institutions, the lower income groups
are without adequate medical care.

The situation is a

challenge to the hospitals to use available funds to

better advant,ge or the situation is apt to grow worse.
This brings to mind the question, "Is the present

hospital system capable of improvement?"

In thinking out the answer the growth of the exist

ing system calls for consideration.

State and county systems are, generally speaking,

the result of various legislative acts for the creation

of a certain type of hospital for a certain class of
people--to the exclusion of all others.
has not been ma.de for all classes.

not cover all the exigencies.

Allowance

The system does

The voluntary system has developed with but little

control.

Hospitals appeared because of waves of public

entbusai�m or because of private philanthropy, both

wise and unwise.

Hospitals of all types are scattered

redundancy there.

Their policies are myriad; some use

about without sufficient regard to need, abscence here,

. the open-door system, some use the letter system,

some ebarge fees for entrance, some use contributory

schemes, and all are completely unlike with respect to

administrative services and hospital organization in
general.
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Besides, the system overlaps in some regions

Many hospitals

and leaves huge bare areas in others.

compete for patients as well as for support.

Too

great a proportion continue as delapidated travesties

of what hospitals should be, old inadequate buildings
with equally old inadequate equipment.

The answer then becomes evident from this brief

picture of hospital growth.

For when compared to the

tremendous importance of national health and welfare,

there is a lack or full appreciation of the meaning
and objectives of hospital service.

If, then, hospitals

abandon the principles of individual units and further
systematize their planning, organization would result
allowini them to fulfill their obligation to their
communities.
The hospital system must therefore enlarge it

self to help those now in need of medical care.

If

the hospitals do not soon take a national view of the

situation some one else is bound to "nationalize 11 it
for them.

In considering the problems facing administration

and management in the individual hospital, mention

should be made of the "lack of cooperation, or mutual

understanding and coordination of effort, of teamwork,

-6-

and of uniformity of purpose within the hospital
organization".l
The driving force for institutional improvement

should be a truly humanitarian motive vitb the genuine
solicitation for the welfare of the patient that con
tinually calls for the improvement of his care.

A

mutual understanding of this purpose should exist

between the governing board, administrator, staff, and
personnel.

Mutual respect is essential to the cooperation of

any two groups.

In the several groups which must

cooperate in today's complex hospital organization,

mutual respect between groups�will only be maintained

as long as each group adequately performs its job.

This

is just as applicable to the respect held by the staff
doctors for the trustees and administrator as it is to

that held by the personnel for the doctors.

It therefore becomes incumbent upon the trustees

to know their job and learn the principles of hospital
administration.

Similarly the hospital administrator-

who frequently feels be knows little of medical care
and is thus afraid of foolishly interferring with the
medical st�ff--must learn something of the medical
practice so he can WOt'k in cooperation with the doctors.

-7-

To put it in reverse, the doctors must know something
of the hospital administrator's job just as necessarily
as he should know something of theirs.

These things, not only for a more coordinated unit,

but for the economic benefits which are gained by
efficiency.

-8-

TRUSTEES
The Board of Trustees of a voluntary hospital
occupies a position which fringes

on the sacred.

All

that the hospital owns in property, money and equipment is entrusted to its care.

In return it is to do

its utmost in getting the most effective service
through proper oiganization and operation of the institution for those for whom the hospital was established.
It is the job of the trustees to carry out the intentions of the donors.
Members of the Board of Trustees are generally
chosen for their genuine abiding intereet in the health
and welfare of the people in the community.

They are

men and women who have already gained the respect and
confidence of their fellow citizens.

They are usually

people who have been successful in their own particular
fields of endeavor, people who have shown themselves
to be fair, broadminded, just in their dealings, and
tolerant of others opinions .

A prospective trustee

should be a man wbo is willing to inform himself concerning the ethics, principles and practices of medicine,
nursing, and the allied professions.

He should be

willing to give freely of his time and energy, for he
will not know all at the start but will have to study
and learn.

A trust·ee should not be seeking recompense

and honors, for a trustee can only serve.

-9-

Some members of the board should be older people,
for often theirs is the wisdom; some members should be
young, for the young must be trained to replace the
old.

The members are drawn from many walks of life,

for it is well to be represented by a group of varied
talents; a business man or financier, a journalist,
an attorney, an eductor, and men and women representing
various local organizations make a well balanced
group.

~hysicians as a rule are not asked to join a,

Board of Trustees unless they have already retired
from practice.

Certainly, few physicians who are

active on a hospital's staff should be members, for the
dangers of too much influence, the assumption of privileges, the conflict of personal interests with duties,
and the temptations for pecuniary gain will not arise
if such membership is avoided.
Members should hold office for long periods of
time so that the spirit of the board can be instilled
into new members before the reins of control are given
to them.
The board has many functions.

It

forms the poli-

cies, rules, and regulations by which the institution
will be governed.

For the position of administrator,

it secures the most competent man available and then
-10-

helps him and the medical staff in their organization
for the actual operation of the hospital.
A sound financial program must be set up by the
board; a difficult job which can be performed only
after careful study and consideration.
One of the obligations of the board is the maintenance of high professional standards in the hospital.
In this respect it is well to remember that not all
liscensed physicians are competent morally or professionally.

Although the trustees can not be ex-

pected to carefully scrutinize every employee, they may
be expected to ensure that some check be made on all
who are to handle the sick.
Community health needs should receive the attention of the board, both existing conditions and those
which might conceivably develop in the course of normal
local growth or in emergencies.

It is a wise move for

the board to contact the various health and welfare
organizations and to offer them the hospital's fullest
cooperation.

The initial contacts being made, the Ad-

ministrator maintains them.
The board should take every opportunity to encourage good public relationships.

In s~ort, the board

should in all ways possible develop and enhance the
services of the institution.
-11-

There are some who believe that boards of twenty
or thirty members should be considered cumbersome
relics of the past.

It is difficult to see how

boards restricted to eight or ten members could function adequately without making excessive demands on
the members' time, particulary in larger institutions.
It is conceivable, and might well be desirable, that
a hospital of moderate size would place all major
responsibility in the hands of an executive committee
of eight or ten members, and yet maintain a large
board for the purpose of keeping interest in the hospital high in the community.
The internal organization of the Board of Trustees
includes a chairman, vice-chairman, a treasurer and
various committees.

Committees are necessary because

many problems arise which are too intricate to be
sufficiently considered at board meetings.

By working

out problems and then presenting precise reports on
the findings, such committees save valuable time.

For

the sake of _the board, all members should be on one or
more committees.

This gives a division of work, edu-

cates the members in board matters, and prevents stagnation of interest.

There are a number of committees

which generally prove of considerable usefulness to the
board.
-12-

An executive committee, which may be composed
of the of.ficers presiding over the other committees
and headed by the president of the board, is called
in matters of emergency.

Its actions are later re-

viewed by the whole board.

True emergencies rarely

arise, however .
A finance committee , on which sit the best business minds available to the hospital, formulates the
financial policy, advises as to loans and other financial adventures, and keeps the board informed as to
the financial status of the institution.

This committee

also reviews the administrator's financial reports.
The committee on professional affairs meets regularly with the staff to discuss medical matters.

This

committee also keeps a careful check on the standards
maintained by each staff man, examines the administrator's report on the staff members, and keeps note
of such teaching and research as the hospital is
engaged in.

Appointments , retirements, dismissals and

advancements are considered by this committee.
The committee on education , which is headed by a
competent educate~, encourages and provides for further
education of house physicians and staff doctors.

It

supervises nursing education, the teaching of duties to

-13 -

old and new employees, and is responsible in genera]
for the preparation of reports, bulletins, and pamphlets
for the patients, visitors and general public.
A committee on public relations, whose chairman
might be a journalist, editor or industrial public
relations officer, keeps the public informed about
their hospital.

To do this the committee can publish

a monthly or quarterly news sheet and distribute it to
the personnel, trustees, donors and a selected list of
names prominent in the community.

The patient, who has

time on his hands, offers a particularly vulnerable
contact.

Annual reports on progress comparing medi-

cal and administrative achievements with those dating
back over fifty years and presented in simplified
graphic charts make excellent matter for public distribution.
While a committee on buildings and grounds may not
be of much aid to the administrator unless it bas someone in the building or contracting trades for a chairman, it still may offer valuable instruction to its
members.

This committee should study mat~ers of hos-

pital administration, organization and construction.
It could very profitably visit other hospitals for purposes of examination and comparison.
Special committe6~ can be formed to fill whatever
need arises.
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No committee, other than the executive committee,

should be allowed to take dire�t action.

All should

first report to the board.

It may be difficult in small towns of 10-20,000

to get good board material, and troublesome situations
often' develop in hospitals so located.

It frequently

happens that one man has been solely responsible for

the establishment of the hospital, and, as the responsi
ble elemtn, he continues to dominate the board.

If

comes a souree of d1spair to the other members.

This,

the man is not qualified to hold the position be be
of course, is not conducive to effec.tive organization.

Or, perhaps, because life is more intimate in small

towns, various citizen• feel they must compete for the
honor of board appointments but have no conception of

the obligations to be accepted with the appointment.
Such situations are not to be encouraged as the hospital
will obviously suffer.
Small hospitals, of say, one hundred beds frequently
find that a good administrator is bard to come by,

but if the boards of such hospitals will.work band and
glove with the administrator they do obtain, many of

bis problems will be effectively dealt
-15-

with.

B2nevolent hospitals are highly favored under the
law.

1'bey are not responsible for liabilities befall

ing patients if due care can be shown, for the courts

will not divert money from the aid of the sick for
damages.

Benevolent hospitals are also exempt from taxa

tion, for they are doing a public service.

Money thus

saved amounts to a public contribution, showing again

the high responsibilities of hospital trustees.

It is only occasionally that laws interfere with

the fulfillment of the trustee's obligations.
examples will be given:

Two

the laws of some states allow

any liscensed physician to become a member of any hos

pital's staff.

The laws of Montana state that trustees

must allow various cults to practice in the hoapitals.2
The penalty for refusal bas. been the removal of tax ex

emption privileges.

Such laws are very much in the

minority. Although hospitals can refuse to abide,
take out liability insurance, and thereby force their
will, it would probably be better to cooperate with tbe

lawmakers since hospitals do receive an envious defer
ence from the courts.
Tbe relationship existing between the trustees

and hospital adm1n1stra�or is one of utmost importance
-16-

for the smooth functioning of the hospital.

The

trustees must back the administrator in the authority
they have given him.

'lbey should always seek his ad

vise as the expert they employed him for before chang

ing hospital rules.

It is their job to learn from

the administrator as well as to instruct him.

Most of

all, the trustees should not interfere in matters of
routine administration.

Rathe:r, they should help con

vince the rest of the hospital that the administraor

is a good executive, and then give their man full
play.

If the trustees are aware of their responsibili

ties and uphold discipline they can be of vast help
to their administrator.

The slogan of the Maine Hospital Association might
be used to express the concept of trusteesbip--"To
gether, for others".'
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THE HOSPITAL ADMINISTRATOR
The key man in any hospital is the hospital administrator.

An analysis of bis duties, responsibili-

ties, relationships and obligations follows.
His job is one of initiative, leadership and supervision.

He is directly responsible to the governing

board and to no one else.

He accepts their statement

of the general policies of the institution in the same
manner that an officer takes orders from his superiors.
He then takes command and carries out the orders to
the best of bis ability.
Because be is the board's first representative,
the administrator is required to keep informed on all
board activities; that is, he must attend all meetings
of the board and all meetings of the various board
committees.

At such meetings be is qualified and ex-

pected to give advice based on previous administrative
experience.
A lamentable situation exists today in many hospitals.

A doubt still hovers in the minds of some as

to whether the administrator should attend staff meetings.

One of·the best and most fo~ful answers to

the question was stated by Everett
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w.

Jones in the

Question and Answer Department of MODERN HOSPITAL maga
zine.

"It 1s almost the unanimous opinion of the lead

ing men in the American College of Surgeons, the Ameri
can Medical AssQciation and the American Hospital

Association that the administrator of a hospital,

whether physician or layman should attend all meetings

of the medical staff and all of its committees.

This

arrangement 1s definitely considered the best of prac
tice in hospital administration and organization."4

Although his presence. is required at all board

and staff meetings, the administrator should not vote
as this could be misinterpreted by members of the

hospital staff, a feeling which might sooner or later
yield dissension.

The preparation of the budget is one of the ad

ministrator's duties. There must be included in the

budget a very detailed account of the expected expen

diture of the hospital and an estimate of the total

receipts.

When the budget is so adjusted as to gain

the acceptance of the board, it becomes the adminis
trator's duty to stay within the proposed amount.

do this it is permissible for him to make transfers

of expenditures from one department to another.

To

Such

actions still remain subject to the board's approval,
however.·
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Periodically, the administrator submits reports
for the inspection of the governing board.

These re-

ports are detailed medical and financial audits compiled to keep the board informed on the hospital's
status.

The reports also include any suggestions he

wishes to make to the board on matters which are beyond his authority.

For example, these might include

a recomcendation for an expensive, new piece of equipment or a suggestion towards a needed change in the
medical staff.

It is customary that such reports be

mademontbly and that the reports be written in a set
pattern so that the subject matter in one report can
readily be compared to that in previous reports.
In addition, the administrator formulates the
Rules and Regulations to be passed on for enforcement
by the board.

He then coordinates the board and the

medical staff by interpreting the policies of the two
groups to one another.
officer.

He is therefore a liason

He also holds the same position between the

staff and personnel.
The establishment of a fixed hospital routine is
another responsibility borne by the administrator.
This both facilitates hospital work and prevents overlapping in time and effort by departments. -20-

v
· Two types of standing orders are given by the
administrator in connection with this duty.

One in-

cludes orders for the professional care of patients.
These he works out in conjunction with the staff members.
The other type is those given for the administrative care of patients.

These the administrator

originates himself and issues directly to the personnel.
The orders outline procedure, for example, the drawing
of supplies, the record system to be used for patients
and employees, communcation, and accounting systems.
Another part of an administrator's routine is
the making of check-up rounds, daily if possible.

In

these he makes minute inspection of the workings of the
entire institution.

The amounts of supplies and types

of equipment must be determined for every department,
plus the room space which each department will need.
The selection of department heads is also a part
of the administrator's job.

He must, however, choose

with care for once he delegates authority, be is responsible for such person's actions.
In connection with the hospital personnel, the
administrator does the hiring, firing and the fixing
'-

,,

of salaries.

For the protection of their health he

requires of them entrance physicals and periodic
-21-

check ups.

When they become ill he sees that care is

provided for them, preferably at reduced or even "cost"
rates.

According to the hospital's plan he helps with

the installation of sick benefits, retirement, pension
and death benefits--the cost of these being paid for
by the hospital and employee together.

He can also

encourage social intercourse between the personnel by
providing means of recreation.
Although the administrator is not usually able to
prescribe medical treatment, he is vitally concerned
with the medical actions of the staff, since, as the
chief representative of the board, he is legally responsible for due care of the patient.

He sees, there-

fore, that the medical staff pays strict heed to all
rules and brings before the board any treatment contrary to the practices of regular medicine.

A strong

example of this would be the performance of illegal
operations.
The administrator may restrict use of the institution to the staff doctors, or he may extend authorization to doctors awaiting formal appointment.

This

power of the administrator varies as to whether the
institution maintains an open, closed, or a mixed
policy.

He also bas control over residents and interns,
-22-

although the staff should definitely be allowed to
help form the rules by which he will govern them.
All patients entering the hospital are promptly
assigned and receive prompt attention .
trator sees to this.

The adminis-

He also sets up definite rules

for the assignment of patients who enter but have no
doctor of their own .

This is a precuation taken to

prevent accusations of favoritism which might arise
without such an arrangement .
It is seen from the foregoing that the hospital
administrators carry a heavy load, and their work,
too, "is never dc>ne".

But his duties do not end here.

He bas extramuralduties as well.
It is acknowledged that hospitals are community
institutions, for it is the community which ultimately
maintains the hospital.

It therefore behooves the

administrator to ensure that his hospital renders the
best possible service to the community.
It is to his advantage then, to attend the meetings of the local, state and national associations
to keep in touch with recent advances.
'

Between meet-

ings, he continues his study of hospital administration by extensive reading.

Of interest here is a re-

port published by MODERN HOSPITAL magazine.

A question-

naire was sent out by the magazine to the superintendents
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of many of the small hospitals in this country.

Only

rarely was an administrator found who owned as many as
five books on hospital administration.

Along with the

published report of this questionnaire a list was included of 12 books selected by the Bacon Libary Committee
of the American Hospital Association as a recommended
minimum library for hospital administrators--total cott,

$53.25. 5
Although the administrator stands as top director
of bis institution, he should not try to bold all the
strings himself, but should relegate authority to those
deserving it and let them precede without bis interference.

It is well for him to remember that other ad-

ministrators are too often allof and unapproachable,
and consequently disliked and feared by the staff,
interns and students.

Remembering this, he should bend

every effort to narrow the gap.
on the b~ck.

Everyone likes a pat

By giving credit where ever he can, by

letting others know the board has been told of any
exceptionally good job they've done, by keeping his
door open to all those who might wish to talk to him,
he can engender a spirit of harmony that will prevade
the institution.
The duties of the hospital administrator have been
enumerated in the previous pages as though every
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administrator in every hospital performed such duties
as a matter of course.
case.

In reality such is not the

Many such obligations are not fulfilled because

of ignorance, overwork or the intentional avoidance
of the extra effort.
Proper administration is most important.

The

administrator must, in the broadest sense, discharge
his duty to the patient.

Service to the sick is only

complete when properly implemented by a comprehensive
program, satisfying all reasonable demands of modern
medical practice.

There must not be gaps in clinical

coordination, in laboratory service, in diagnostic
aids, in convalescent care, in follow up, in medical
social service or in the protection of the health of
hospital workers.

There must be close cooperation with

public health departments, with voluntary social agencies, and with the press--all of which make valuab le
allies.
Administrators must further their studies because new developments are continually raising administrative levels above the standards set by hospital associations.

Sources to watch for advancement

include the administrator's own hospital, the American
Hospital Association, the American College of Hospital

-25-

Administrators, the American Medical Association, and
the American College of Surgeons.

-26-

MEDICAL STAFF

The quality of medicine practices by the members
of a hospital staff is an important determinant in
the quality of service rendered by the hospital to
the community.
staff.

No hospital can be better than its

The need for excellence is not to be mini-

mized.
The staff forms its own constitution and puts it
in writing.

This must be in conformance with the hos-

pits policies and is subject to the approval of the
Board of Trustees.

Those unwilling to abide by the

rules agreed upon should be asked to withdraw.
The main function of the staff is, of course, to
provide professional service for the hospital.

In do-

ing this, every effort is made to maintain high standards of medical practice.

The formulation of group

opinion on professional subjects and on the requirements of proper service should often be bad recourse
to in this effort to maintain standards.
The staff usually undertakes to keep its members
up to snuff by sponsoring self education programs and
by a continual evaluation of its own medical results.
The amount of charity work to be performed by
practicing members is determined by the staff, but

-27-

again, the policy of the institution influences the
course which shall be taken.
It is a duty of the staff to give advice to the
trustees and administratory concerning the patient and
the institution.
The staff is usually organized in a fashion similar to that described for the Board of Trustees.

The

chief medical officer is elected chairman; one or
more vice-chairman and a secretary are elected from
among the ranks of the other staff member2.

The ad-

ministrator, to repeat, stands in laison between the
staff officials and the Board of Trustees.
The constitution drawn up by the staff defines the
duties and privileges of all the grades of membership;
it defines how all staff members will be selected,
appointed, advanced and what their term of appointment
shall be; it defines how all staff officers will be
selected, appointed and what their duties, responsibilities and tenure ofoffice shall be; and it defines
how all standing committees will be selected, and what
their size and function shall be.

Provisions are made

for the formation of special committees and the retirement of staff members.
Appellations commonly given to designate the various grades of membership include chief or director of

-28-

service, associate or assistant chief, senior attending (visiting) physician, surgical associate attending (visiting) physician and assistant or junior
attending (visiting) physician.
The various committees differ in size and function from one hospital to another.
An executive committee composed of the staff
-officers care for staff business between meetings and
meets with the board of directors.
The professional committee, whose membership is
taken from among the senior members of tbe major
specialities, acts as a board of censors .

This com-

mittee carefully scrutinizes the ability, ·c onduct and
ethics of both those doctors applying for staff membership and those of the regular staff members.

It sub-

mits all findings to the staff and to the Board of
Trustees.
A medical records committee is chosen to analyze
the hospital's records.

In conjunction with the ad-

ministrator it helps supervise the proper keeping of
records.
Other committees for staff programs, interdepartmental relations, interns, nursing school, medical
library, laboratory service and special services may
be formed as the hospital staff desires.
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Large numbers

of members are kept circulating on the committees
to keep every body active.
Staffs may be of two types.

Open staffs give out-

side doctors and surgeons courtesy or associate staff
positions and allow them to practice in the hospital.
Closed staffs consist of regular staff members only.
Both these arrangements have their advantage, depending on the hospital's locale.

It has been thought

advisable, however, to exert some control over courtesy
members.

By asking such members to submit a statement

concerning which type of work they wish to practice and
then to demonstrate their ability, it becomes possible
to judge their competency.

The hospital should there-

after inform them in writing as to what they can do,
what privileges they may expect and what regulations
must be followed.
The staff should separate the specialities into
. departments.

After a definite agreement is reached as

to what each department will undertake, every man
assumes the obligation of confining himself to his
own department.

In this way surgeons are not taking

internal medicine cases, internists do not surgery
and obstetricians do only obstetric cases.
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It may well

be impossible to institute such arrangements in many
hospitals, but it certainly would better a hospital's
overall performance.
In connection with this the admitting resident or
intern is called upon to display careful judgement in
the classifying and assignments of patients without
sho~ing favoritism.
In such specialized hospitals thought should be
given to the elimination of multiple appointments.
This would not only rid the hospital of divided loyalty
in the staff, but would also promote the payment of more
adequate attention to responsibilities by each staff
member.

Every doctor should be required to conform to

the same procedure--skill, wealth, influence and large
practices should gain no favors.

It also becomes the

individual doctor not to bring in personal friends
whose condition is contrary to the hospital's regulations--epileptics, seniles, noise makers, chronics or
communicables.
The board should not try to increase revenue by
telling the staff to bring in patients whemrer possible, by granting privileges and those with the largest
practices, or by circulating reports which compare
the admission rates of the various staff members.
both destroys morale and undermines ethics.
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This

r

The board can also avoid much bad feeling if it
will not offer appointments to doctors in other hospitals because they have large practices and would
therefore increase revenue .
Of great moment bas been the development of an Advisory Board for Medical Specialities.

Before this

board came into existence there were no uniform requirements for certification in the specialities
and many boards of diverse quality were bestowing
certificates in identical fields.
This, naturally, gave little assurance to hospitals
of tbe oompetency of prospective staff specialists.
Since specialties are practices in large part within
hospital walls no lit~le concern existed, and it became
paramount that uniformity .in specialty ratings be achieved,

The laudable result bas been that most hospitals
now require all beads of specialty services to bear
an approved certificate.

This bas been impossible,

of course, in smaller towns where but few specialists
reside, but large hospital medical staffs can seek to
better themselves by making an effort to appoint such
men wherever possible.
Dr. J. A. Curran in an article for the J. American Medical Association pronounced himself quite

-32-

dissatisfied with the training of interns implying
that medical staffs in many hospitals were neglecting this duty . 6
Wbether this country's future will be blessed with
good doctors or cursed with poor ones is decidedly
influenced by what interns learn and see in today's
hospitals.

It is not to be forgotten that their care

bas been intrusted to the hands of the medical staff.
The questions asked by Dr. Curran in this article
were considered pertinent enough to be included in
this paper.

An abstract follows:

"Is introduction to medical duties and responsibilities systematically provided?

On beginning his

duties in the emergency room and on the ambulance, is
instruction given the intern in minor surgical techniques
and first aid?

Is attention paid to adequate grounding

in such ward techniques as dressings, spinal punctures, clyses, venipunctures, and examination of body
orifices, or must the intern learn them by practicing
on the patient?

Are nursing procedures outlined and

demonstrated to the intern so he may appreciate and
supervise them properly?
medical records taught?

Is an outline for keeping
Is there a tradition for the

intern to summarize his observations and present them
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effectively both at rounds and at the regular departmental conferences?

Are laboratory tests carried out as

meticulously as in medical school, and are they performed in connection with study of an individual patient?

Is reading of medical iterature stimulated?

Do members of the attending staff comprehend their
responsibilities as preceptors and take a personal
interest in the objectives of each intern entrusted
to their care?

Is a method for systematic appraisal

of the· intern's work carried out?

Does the intern

meet the patient in dispensary or emergency room, and
dollow through diagnosis?

Are patients, cases, and

amount of work proportional among the interns?

Do

all hospitals prepare .the intern for the ten most c·ommon things he will meet as a general practitioner as
listed by the Final Report of the Commission on Medical Education:

infections of the upper. respiratory

tract; general medical cases; minor surgery; gastrointestinal disorders; obstetrics; venereal diseases;
throat infection; pneumonia; cqntagious diseases; ear,
nose and sinus infections? 116
The above principals of education and assistance,
as far as they are applicable, are owed in equal amoupts
by the staff to the student and the regular nurses
in the hospital.
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It is not at all impossible for the hospitals to
become fit enough to unblushingly answer such questions
in the affirmative.
If the staff is overloaded, manuals can be issued
specifying the basic essentials in the care of patients.
General and special methods should be included and·
nursing care should be emphasized.

Departmental con-

ferences might well be held separately for the reason

.

that staff business, good cases, and pathological specimens from each department can not possibly be presented
in one-hour-a-week meetings.

A program of formal lec-

tures sponsored by the staff usually produces rather
spotty results.

A much better way is to require that

interns select subjects of their own to be presented
in weekly intern meetings by any expert they care to
select.

Their initiative is thus called upon and the

lectures become more interesting to them.
If it is thought that a librarian would be too
costly, perhaps the reference and record rooms could be
placed in adjoining suites with a record-librarian in
charge of both.
Local staffs throughout the country should examine
their own situation, fill their needs, and not wait
for some standard to be set which they will be required to meet.
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NURSING
The present national system for professional education is very new.

'It has been created largely

within the last fifty years.

This period bas been one

of evolution and bas passed through several cycles.
The first was the apprenticeship cycle where one
learned his profession by working for another already
successful in the field.
expansion.

The second was a cycle of

Schools sprang up rapidly because of a

growing demand for professional services, but adequate
provision was not made for equipment or finances.

The

third cycle was the enevitable result of the second .
It was a period of standardization.

The need was rea-

lized for standards but it was not fulfilled because the
standards were rough and tentative.

This led to the

fourth cycle, the cycle of critical analysis--analysis
of professional activities and often condemnation of
the standards adopted.
From this development of other forms of professional
education conclusions can be drawn which relate this
experience to the profession of nursing, since nursing
is struggling through all four cycles simultaneously.
In the first place it was proved by other professions that apprenticeship methods are wasteful.
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However, the type of apprenticeship training that still
exists in nursing is uniquely valuable, for it gives
practical training in addition to the training received
in the classroom and laboratory.
But from the cycle of expansion the nursing profession has learned that professional schools should be
conducted by trained teachers who have devoted their
lives to teaching.

Nursing is striving for this because

schools for nursing should give the student this educational advantage.
A reasonably high level of preliminary education
is a pre-requisite for· successful professional study.
Standards in nursing, for the most part, are low except
in university hospitals.
It is obvious that a large financial investment
is necessary to establish and maintain a satisfactory
professional school.

Income derived from student

fees cannot support a school which prepares for the
scientific profession of nursing.
These conclusions have pointed toward a need for
reform in nursing.

Those interested in such a reform

are teachers in the schools of nursing, members of the
profession occ~pying executive positions, state educational officers, and the public.

Collaboration of

these groups would lead to a greater development in
nursing education.
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This does not mean,however, that nursing education
is not marching on through its own efforts.

frogress

has been made as is evident from nursing history.

The

period from 1873-93 was a pioneer period for them.

The

main accomplishment was the outlining of their curriculum.
With that start they entered the boom period of 18931913 when the nurses were instrumental in securing nurse
practice acts for themselves.

This helped raise the

level of attainment in the schools.

From 1913-1933,

the standard setting period, the weaknesses of the
educational period were pointed out.

Graduates of 26%

of the nursing schools were not eligible for staff
positions in an official or private public health nursing agency, as set up by the National Organization of
Public Health Nursing.7

Graduates from these same

schools were also barred from the Nursing Service of
the American Red Cross.7
Although this history shows progress, it also brings
out the problems facing nursing.

The profession of

nursing is under heavy pressure from many sources.

Its

educational program must not only be adapted to the
needs of today, but it must prepare for those of tomorrow.
The oldest nursing organization is the National
League of Nursing Education .

It makes suggestions and

gives advice in regard to program and policies in
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1

nursing education, and gives assistance in solving
nursing educational problems and approves schools.
Its publications are looked upon as authoritative throughout the nursing world.
The CURRICULUM, which first appeared in 1917, is
the most import&nt of them all.

Because it is a coop-

erative educational project it bas increased the tempo
of the educational march, its purpose being to prepare
nurses to meet with intelligence and sound knowledge
the demands which will be made upon them as professional
workers.

It is intended as a guide for the schoo..s as

they revamp their educational programs to meet changing
needs.
The trends in nursing education and nursing service
have also bee influenced and modified by the findings
of the Committee of the Grading of Schools of Nursing.
Many changes were instituted in the operation of schools
of nursing as a result of this committee's study.
Schools not meeting its grading requirements were closed.
This action resulted in a trend toward the employment
of the graduate nurse for bedside care in hospitals
which bad formerly been the duty of students.

Nurses

who since graduation had enjoyed a pe~sonal independent
relationship with their patients found the ne~essary
routine of hospital life irksome.
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As discontent of

this type spread the nurses sought to relieve the tension by a program of continuous migration from one
hospital to another.

The problem imposed by replacement

of staff became almost intolerable.

It is interesting

to note that the low salary scale was not the ultimate
reason given for resignation by the nurses.

Pressure

of work, inadequate housing and the lack of reasonable
satisfaction in the position were reasons more often
given.
Experience, then, bas taught that in a hospital
every nurse has the right to expect opportunity to de
a good piece of work and to receive remuneration commensurate with responsibility.

When the position of a

general staff nurse becomes so rewarded, nurses of a
good type will be secured and kept on the hospital
nursing service.
To further ensure the availability of nurses, there
should be an increase in the numbers trained.

Oppor-

tunities for the graduate nurses are ever expanding,
and the more interesting fields will always encourage
recruits.

So say some.

But according to Dr. E. M.

Bluestone, nurse specialization "has opened new fields
which are so attractive that the bedside nurse bas been
drawn into them by sheer pull of better working conditions and prestige on the one hand, and ward work un-
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attractiveness on the ·other--who will be left to bold

the patient's h&nd?" 8

Nevertheless, the number of nurses engaged in
hospitals for bedside nursing has increased tremen
dously.

There is now a trend toward a more careful

selection of students who, by reason of advanced

educational opportunities, will bring a better informed

worker to the job.

Th.ere is also a trend _toward the

formation of more schools of nursing in colleges.and

universities where facilities and resources are availa

ble for those phases of nurses education requiring.
instruction in the physical, social and biological
sciences.

Such higher education "begets higher ambi

tions and the costs of higher education, and its con

sequences must, in the long run be repaid by someone
at sometime."

stone. 8

This again is the feeling of

Dr. Blue

It is his conviction also that there is no

need for highly educated women to do the work.8

It is

rather humerous that he made these remarks in a speech
at the graduation exerciees ·or a class ofnurses.
wind.

But Dr. Bluestone seems to be crying against the
Public Health Nurses are now paid $3,500 a

year, a salary which puts the nurses above the teacher

level.

Also, the nurses serving with the Armed Forces

in World War II were given commissions.
point out- the trend of the times.
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Such things

The question then is a controversial one.

But

the fact cannot be ignored that every new development
in medicine creates new fields for nursing.
is the reason for specialization.

This then

There are nurse

technicians, anesthetists, instructors, teachers, supervisors, executives, industrial nurses, public health and
visiting nurses.

A need exists for all of them.

The introduction of ward helpers to the hospital
organization should prove beneficial as well as economical.

The ward helpers relieve the trained nurse of

the burden of routine duties thereby reducing operating
costs.
Ward helpers may be classified as nurse's aids,
nurse's attendants, or subsidiary workers.

Some are

voluntary workers, others receive pay.
The duties of ward helpers are varied.

Their

activities include such chores as attending flowers,
delivering mail, preparing food trays, feeding patients,
caring for bedside tables, rubbing backs, taking temperatures, etc.
Ward helpers are increasing in numbers and are
fast becoming a permanent factor in hospitals.

They

are a great asset and plans should be made for their
correct teaching and supervision.

Their work offers a

new vocation for educated and intelligent women who
are without technical training.
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Clear cut direction in routine activities and in
personal responsibilities are essential to a common
understanding where as many people are working together
as in a ward.

Of all the principles underlying ward

administration, there is none more vital to skillful
nursing care than that governing the assignment of
patients to nurses.

It is fundamental to a nursing ser-

vice to plan each aspect so that all patients shall be
guaranteed proper nursing care.

These things safeguard

the patient.
Attention should be directed toward measuring
nursing services in relation to social needs.

A study

made by the Committee on the Costs of Medical care in
1930 showed that 12 per cent of the whole population
received nursing care in the course of the year in
their homes or from special nurses in hospitals.

In

addition, about 6 per cent of the population received
free nursing care in their homes, mostly from public
health nursing agencies.
An analysis of the Committee figures according to
income groups served shows that most of the paid work
of private practitioners in nursing is among the comparatively well-to-do.

Roughly, it may be said that the

120,000 nurses who are private practitions are trying
to make a living from the top 10 per cent of the population.9
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It is an important fact that 70 per cent of nurses
are gone ten years after they graduate.
and never return to their profession.

They marry
But since nurs-

ing is the best possible training for a future homekeeper, society gains as well as loses.
From the public point of view the picture is a disturbing one.

Of the private practitioners of a great

profession, many earn small and insecure incomes, many
are employed for an average of not more than half of
their time, while sick people needing their services
are getting less than half of the service they need.
Visiting Nurse Associations have made a start in
the direction of serving people above the poverty level,
but only a beginning.
Of significance also in measuring nursing services
in relation to social needs is the geographical distribution of graduate nurses.

The 1930 census shows

there is high concentration in the cities as compared
with rural areas, a relative concentration in states
and regions which are well off financially, and a relatively small number in the sections of low economic
resources.

State Health Departments have taken some

responsibility for extending public health nurses into
rural areas.
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Even though the nurses have shown in their short
history an inclination and ability to accept new duties
and to extend their activities into new fields , the
weaknesses already enumerated continue to exist .

Sin-

cere efforts for correction have been attempted;
some have been successful and others have proved
detrimental.
measures.

There is a need then for further remedial

Solutions must be found "to balance the

educational value of the school to the nurse against
the service of the nurse to the hospital; to instruct
nurses properly so that they may adequately serve the
community in various fields of nursing; to improve organization and financing of nursing ~chools; to eliminate inadequate schools; to control over supply of
graduate nurses while providing for replacement; to maintain an economic balance between the cost of nursing
education and the income nurses receive; to definte
duties; and to solve the problem of nursing carefor
convalescent and chronic patients either through
attendants or some other way. 11 8
The answer to thse problems lies in readjustment.
To help this readjustment take place, hospital administrators, ·nursing organizations and other will. have
to work hard and work together .
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PUBLIC RELATIONS
The responsibility for establishing proper relations with the public as well as with other social
and health agencies falls largely on the administrator.
Large numbers of the public are constantly passing
through the hospital.

This group is represented by

patients, their relatives, friends and associates.

Im-

portant public relations are established through contact
with these people, many of whom belong to organized
groups in the community.
It therefore behooves the administrator to see
that his hospital is a humance institution.

Nowadays

hospitals are apt to look for efficiency only in their
administrator and overlook an invaluable asset--kindness.

Kindness is rewarded by the patient's confi-

dence; a lack of it engenders distrust.
Unfortunately, hospitals are popularly associated
with disease instead of health.

As Dr. S. S. Goldwater

says, the adage, "an apple a day keeps the doctor away",
seems to suggest that the doctor b~ings the disease,
10
not the cure.
A happier association of ideas may
result from education of the public.

They should

associate the doctor and the hospital as working toward
the preservation of health, and tbey should give their
confidence and approval.
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Such a goal can, in great part, be achieved by
consideration of the patient.

In a hospital a patient

is subject to many small deprivations at a time when
to be deprived of health would seem hardship enough .
Here, then, is an opportunity to spread good will.
The patient should be given careful attention.

It

should be remembered that the convalescent mind is best
provided for in the hospitals where libraries are kept
in circulation .

It is also well to remember that the

patient who has been discharged from the hospital derives a good deal of satisfaction from the cordial personal letter which informs him of the hospital's continued interest in his welfare .
There are many other ways of ensuring good public
relations.

The administrator should take advantage of

every opportunity to work with both public and private
health and welfare agencies in his community and he
should be cooperative and willing to join in discussions
and in the formulation of plans to meet community
needs.
The press is a public agency of great importance.
Newspaper editors are cognizant of the ethics of the
medical profession and will observe these rules quite
readily .

It is only when they possess all the facts in
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a case that news writers can do justice to all concerned, whereas evasion or concealment of fact by the
administrator may react to hurt the institution.

There-

fore, frank recitation of facts and cooperation with
the press is a good policy.
There are numerous other organizations and groups
that take an active interest in hospital and health
activities;

boards of trade or chambers of commerce,

men's and women's luncheon clubs, parent-teacher
associations, church organizations, fraternal groups,
labor organizations and social groups such as the Junior
Lea.gue.
Many of these groups have given aid to hospitals
on repeated occasion.

An alert administrator will

foster rel~tions with as many such associations as
possible.

Through them be may further inform the pub-

lic concerning hospital and health affairs.

Personal

membership in a few of these organizations would be
commendable.
There might well be considered a program of public education by means of a hospital council.

"Inas-

. much as a program of public education concerning hospitals is directed not at the publicizing of one institution but at making known the services of all good
institutions, a hospital council constitutes the most
satisfactory and feasible means of accomplishing this
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purpose in the community. 11 10

Wherever possible, publi.c

relations should help work out thep.an and carry it
through.

It is the unity of effort and consolidation

of ideas together with the important element of cooperation that will achieve results.
The community hospital council will find that the
means at its disposal of conducting this program are
numberous.

It has access to bulletins, pamphlets, annual

reports, newspaper stories, radio talks, club, civic
and school talks, church sermons, and hospital tours.
These methods mutt be wisely incorporated into a carefully planned schedule.
Another public relations project could be the
introduction of a house organ.

This publication should

express the hospital's point of view.

The lessons

taught should bring realization to the public of current
changes in hospitals.
cy.

It should adhere to a set poli-

It might also be mentioned that the house organ

should be easy to read and well illustrated.
A difficulty presents itself in actively encouraging good public relations.

The problem is financial.

It is here that women can play their part.

A help-

ful function of the women's auxiliary is its ability
to aid the finances of the hospital.

Funds are developed

through membership, and by voluntary contributors.
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PART I I - TREATMENT SERVICES
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OPERATING DEPARTMENT
The fu,nctions and the organization of the department of surgery may be described by following tbe
patient through his pre-operative, operative, and postoperative care.

An additional function to be included

is the appraisal of results by the surgical department.
The patient receives as pre-operative care a careful, detailed history and physical examination.

These

are normally uneertaken by the intern or resident and
are reviewed by the surgeon during a visit to the
hospital.

Routine laboratory examinations and any

special examinations indicated are performed at this
time.

It is important that their results be available

to the surgeon immediately and that he does not have to
go to surgery without them.

If the need arises, the

surgeon may call into consultation any physician he so
desires.
Although the qualifications o~ the surgeon do not
come under a precise definition of pre-operative care,
they are included at this point, for they logically
affect the outcome of the case.
In order to practice in almost any hospital of
today, a surgeon must be a graduate of a recognized
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school of medicine and must be a liscensed physician.
He must be trained in surgery and be man of ethical
character.
In most instances the man about to perform a piece
of surgery is a known, competent surgeon.

If he is an

unknown or young surgeon it is necessary that be be
required to work with the assistance or under the supervision of a known surgeon and then certified if
found competent.
Before going to surgery then, the patient has on
his record a complete report of the history, physical,
laboratory studies and the special examinations and
consultations performed for him.

The report also bears

the signature of a known competent surgeon.
The operating room personnel is controlled by a
specially trained graduate nurse acting as supervisor.
The personnel includes scrub nurses and orderlies.
The supervisor's office is centrally placed with the
schedule board , operating rooms and instrument cabinets
grouped about it.

She is in direct charge of the

operating room, and carries out the standing orders
issued by the surgical staff and the administrator,
making sure that approved technique is used in all instances.
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The.surgical team is composed of the surgeon, a
skilled anesthetist and a sufficient number of competent assistants.

It is important that the anest~etist

be provided with the best equipment possible, because
today's surgical procedures are utterly dependent on
proper anesthesia.
~roper physical facilities must be installed in
the operating department.

The rooms must be adequately

supplied with instruments, dressings and the like.
The room equipment, instruments and supplies are all to
comply with approved standards.

The sterilization

equipment should be of a reliable make.
stantly be checked for efficiency.

It must con-

There must also be

adequate scrubbing facilities for the nurses, surgeons
and surgical assistants.
Properly equipped surgical wards are to be maintained for the post-operative care of the patient.

To

do this, a sufficient number of nurses, orderlies and
attendants are assigned to the wards.
are added to the patient's chart.

Progress notes

In this way a com-

plete file is assembled which contains all the information gained before surgery, a description of the
surgical procedure (including what was found and done),
the pathologists report on any tissues removed at operation and the patient_!__s post-operative course.
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In this

way all data on a given case becomes immediately
available.
In order to appraise results, the surgical staff
holds a monthly conference.

An analysis is made of the

work of individual surgeons by a confidential committee.
This committee is elected from and by the staff, the
several members of the committee being appointed to
various divisions and services.
The conclusions reached and the recommendations· of
the surgical staff are then presented to the governing
board through a joint conference committee.
It is not to be desired that the individualty of
the surgeons be destroyed by over standardization, however, it is necessary that all rules and regulations
formulated by the surgical staff and the administrator
be enforced for the sake of unifo~mity until sufficient
cause for change can be shown.
It is desirable that surgical cases be maintained
as a unit in the hospital, but they need no isolation.
It is advisable though, that infected cases be segregated as far as is possible.
The department of surgery should have readily
available any diagnostic facilities it may need--the
x-ray and clinical laboratory services being good
examples.
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Since surgical patients constitute such a large
percentage of admissions, it is just that the requirements of the surgical department receive special consideration.
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GYNECOLOGY AND OBSTETRICS
Very little need be said in special reference to
the gynecology department, for it does not require
much in the way of special accommodations and equipment.

The patients may be cared for in the regular

surgical wards if not special gynecology ward is available.

.

These patients are not to be treated in the ob-

stetrical department, however, as many of them are infected cases.

The regular surgical nursing groups

provide the nursing care needed.
The gynecology staff should be headed by a specialist because much of the work is commonly performed
by general surgeons.
Similarly, the head of the obstetrical department
should be a specialist certified in his field.

It is

he who organizes the department, lays down its policies
and regulations, sets the standards of the procedure
to be followed, and coordinates the department with the
hospital.

It is he who sets up the educational program

for the residents and interns.
The hospital's policy determines whether the
obstetrics will be done by men specializing exclusively
in the field or by them in conjunction with the general
medical staff.

In the l&tter case more strict rules
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and closer supervision will be required to keep the
mortality rate down.
Nursing in the obstetrical department is divided
into that of the wards, nurseries and the delive!y
room.

It should be supervised by a competent regis-

tered nurse who ha~ had thorough grounding in maternity
work, obstetrical practice and in the administrative
work of an obstetrical department.

~he must possess

that kind of personality particularly sympathetic to
this type of work.
One qualified registered nurse to four or five
patients by day and eight to ten patients by night is
generally considered the minimum for po.s tpartum and
nursing care.

This presupposes that adequate attendants

are available for non-technical work.

If student

nurses are on their four month tour of duty in the department , it is usually thought that their number
should be at least one third greater.

This presupposes

adequate · supervision.
There should also be available at least two nurses
for each delivery room case.

For this position former

training in the operating room is required.
The rooms alloted to the obstetrical department
are gathered together in a single section of the building.

The patient is first taken to a preparation
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room where baths, shaving and enemata are taken care
of and records made of the patient's condition on
arrival and the care given her.

Her clothes are stored

in a locker subsequent to being filed away under the
regular hospital system.
If she is in labor the patient is next sent to
the labor room where she will remain until ready for
delivery.

This is a relatively sound-proofed room

located adjacent to the delivery room.

It should con-

tain a bed, a lavatory and a small table and a chair.
A shielded light which can be brought to bear on either
the table or the patient is necessary.
When deliverJ is im~inent, the patient is taken
from the labor room directly into the delivery room.
This room bas a standard adjustable delivery table.
room accommodates a single patient at a time.

The

More

are not accepted for reasons . of asepsis and the greater
danger of mixing babies.
The service rooms which are located in the obstetrical suit are carefully separated frorn the delivery
room.

Here are kept supplies and facilities for steri-

lization of instruments.
An exact record is kept on every delivery case.
What the record will contain is decid~d by the depart'

ment bead and the administrator, but it is to be demanded
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that these records be accurate and complete.

The

individual physician should be held responsible for
his own records.
Before the patient enters the hospital, her needs
are administered as the individual physician sees fit.
But once she enters she must follow a prescribed routine in all matters of admission, preparation for
labor, and predelivery care.

In the postpartum period

she again becomes subject to the standards set down
as a minimum by the department.

These are drawn up in

accordance with the views held by the whole obstetrical
staff and include the schedule by which she will resume
activity, those things concerning her condition which
the nurse will be required to observe and enter on the
record and the exam nation to be given her before discharge.

This examination must fulfill certain require-

ments which will protect the hospital in event of future accusation.
Care of the child is also standardized in accordance with the existing state and hospital laws.

The

principles of the nursery routine are to be observed
by obstetricians and pediatricians a·s they are only
instituted to better the hospital's efficiency and performance.
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General hospitals must be equipped to provide
the utmost in safety and conveniences for obstetrical
cases.

The hospital maternal mortality rate bas been

higher in the past than the home delivery rate because
whenever real trouble is encountered in the home, the

patient is sent into the hospital.

However, hospitals

themselves have enough fatalities of their own to

cause them to make every possible effort to prevent
loss of life.

Toward this end hospitals have estab

lished the practice

or removing any patient from the

obstetrical ward who develops evidences of infection.

The patient 1s either put in a medical ward where she
will not infect cases or is segregated in a private

room.

She is not put 1n with any surgical and gyne

cology cases,. for there cross infection might occur.
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Since the members of the radiological departments.

spend their hours under the depressing influence of

working in dark rooms while developing films, examining
patients and the like, their quarters should be roomy,
well ventilated and should have direct exposure to

fresh air and sunlight.

The director of the radiology department should

be a diplomat of the American Board of Radiology.

The

manner in which be is given payment for his services

depends upon whether he or the hospital owns the equip
ment used, and upon whether or not he has a full time
position.

The payment of a flat salary to the radiolo

gist is frowned upon because this discourages incentive.
The usual procedure is to pay him a minimum salary
plus one third of the department's gross earnings, for
it then becomes of interest to both the radiologist
and the hospital to increase the department's volume
and efficiency.
Because of the many disputes concerning the proper

relationship between the hospital and the radiologist,
the American Hospital Association drew up the follow

ing principles.

These have been approved by the Board

of Trustees of the American Hospital Association, the

Radiological Inter-Society Committee (offically repre

senting the American College of Radiology, the American
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Roentgen Ray Society, the Radiological Society of
North America, and the American Radium Society); the
Council on Medical Education and Hospitals of the American Medical Association; the American College of Surgeons.
11

1.

The radiological service of the hospital shall

be maintained primarily for the benefit of the sick.
2.

Every hospital radiological department should

be under the direction of a competent radiologist,
preferably a diplomat of the American Board of Radiology
or one who is working toward that objective.

If, be-

cause of the ·size or isolation, such arrangement be not
feasible, some member of the general medical staff
trained in radiology should be in charge and a consultation service arranged with a nearby radiologist.

3.

The radiologist is entitled to recognition

as a professional member of the medical staff and as
bead of a hospital department.

4.

The preservation of the unity of the hospital

and its component departments and activities is an
essential administrative principle.

This principle

can be maintained without any infringement on professional rights or professional dignity.

5.

Inasmuch as no one basis of financial arrange-

ment between a hospital and its radiologist would
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seem to be applicable or suitable in all instances,
that basis should be followed which would best meet
the local situation.

This may be on the basis of salary,

commission or privilege rental, but in no instance should
either the hospital or the radiologist exploit the
other or the patient.

6.

Wben an arrangement is effected whereby the

radiologist of the hospital pays a rental for space
and service, cares for non-pay patients and in return
retains all private fees collected, such contract
should clearly cover the matter of depreciation equipment, replacements and additions, should protect the
radiologist against excessive non-pay work, and should
take into consideration the "good will" by virtue of
which a large proportion of the paying clientele is
attractea. 1112
Much attention has been given to the development
of an adequate record system for the x-ray department.
It is agreed that the patient's name, number and address,
plus the date the film was taken shouid appear in the
shadow graph so that mixing is impossible.

A loose

leaf record of who the number represents and pertinent
data is also kept.

Reports are made in duplicate; one

being stored with the film and onereing sent to the
patient's doctor.

An index is also made of the disease
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entities encountered in the department, thereby facilitating future study.
The storage of records poses definite fire hazard
problems.

The records must be stored where they do

not endanger the building or the patients.

Details on

this can be secured from the National Fire Underwriters
Association.
It is in the charity hospitals especially that
x-ray costs become heavy burdens for the hospital.
Doctors are too nonchalant in such institutions about
ordering, say , a whole G. I . series--tbe cost of which
any paying patient of theirs would cring e at.
Many hospitals because of their size or situation
have been unable to sponsor a roentgenological service.
Most have been able to buJ one of the small efficient
bedside units , for they are relatively cheap .

But the

cost of a deep therapy machine and a competent
radiologist to manage it is often too heavy a burden.
It is suggested that this problem would solve itself in
some areas if a sufficient number of hospitals would

-

cooperate in the buying and maintaining of the nee ded
equipment.

In such instances, it is often found that

a full time radiologist can be profitably employed .
In this way a community could receive a service which
none of its hospitals could afford to give independently .

-65-

Pride and the consideration of prestige should not be
allowed to prevent such an undertaking, for it is the
duty of every hospital to make available to their
communities all that medical science bas to offer.
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CLINICAL AND PATHOLOGICAL IABORATORIES
The department of clinical and pathological laboratories occupies a special position in relation to the
management of the hospital.

That is, its scope is

medical as well as administrative.

Every medical

division and every member of the medical staff is dependent on the aid of the laboratory.

Besides the

laboratory has problems in common with other administrative departments of the hospital, for example, with
nursing, the dietary, the housekeeping and the engineering departments.

And in addition, the laboratory has

problems of its own.
Before elaborating on the above, a definition of
the hospital clinical- and pathological laboratory is
in order.
11

Here then is a concise concept of it.

It is the department which helps the physician t o

diagnose disease, to follow the course of disease, to
treat disease, to ascertain causes of de~th and results
of treatment by means of necropsies, to take part in
the teaching of interns, in the undergraduate teaching
of nurses and of laboratory technicians and to contribute in a good measure to the continuous graduate
education of physicians and last, but not least, to
help to advance medicine by means of researcb. 111 3
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This department is headed by a pathologist, a
physician whose primary interest lies in the diagnosis
of disease and in the follow-up of its progress by
laboratory methods.
Conflict between this department's bead and the
hospital administrator is due, for the most part, to
lack of understanding of each other's position.

For

instance, the hospital administrator may read in the
monthl~ laboratory report the cost of certain tests
made in the laboratory.

He should also read be~ween

the lines of the report and appreciate the fact that a
conscientious technician makes everal tests to prove
bis accuracy .

Such an efficient procedure takes time,

thought and labor--the basis for reliable laboratory

work.
But accuracy is not the only principle governing
an efficient laboratorJ .
be considered.

Speed and economy must also

It has already been stated that a

laboratory technician requires ample time.

On the other

band , speed must be emphasized in the case of emergencies.

Speed here is dependent on an emergency labora-

tory staff of several technicians so that accuracy may
be maintained .

Such collaboration of technicians

actually takes more time because it necessitates the
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interruption of the normal routine.

If emergencies

are frequent, the cost of the laboratory rises accordingly.

This is of interest to the hospital adminis-

trator, fo~ his is the problem of fins.nee.

He must,

therefore, see tha.t suitable provisions are made in
the organization of the laboratory staff to ensure adequate furniture, equipment and supplies.

He must keep

the budget down and efficiency up.
Conflict need not arise between the administrator
and pathologist, if the above principles are clearly
understood and agreed upon.

In other words, the patholo-

gist should appreciate the interest in economy by the
administrator, and he in turn, should appreciate the
interest in efficient laboratory work of the pathologist.

After all, the first interest of each is the

patient, and this interest should become their common
meeting g-ound. .
But once an efficient laboratory has been established,
what type of patient benefits from it?

There are those

who contend that an average laboratory service bill
should not be included as part of the rate charged
with every room.

It is true that a hundred years ago

there were no laboratories in hospitals, but specialization in medicine has necessitated this phase of departmentalization .

Now the 4merican Medical Association
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has required the following equipment for the instruction of interns:

a clinical laboratory in charge of a

pathologist of attainments and standing at least equal
to those of other staff members; a roentgen-ray department in charge of a roentgenologist whose attainments
are at least equal to those of other staff members;
equipment and facilities for and expert supervision,
preferably by a staff member, over the administering
of the usual kinds ~f anesthetics; a working medical
library in charge of a librarian.14
These requirements have been accepted not only by
the hospitals but also by physicians as essent:la..

Why

then should not pathological and clinical laboratories
be considered as integral parts of hospital service?
It is a foregoing conclusion that they result in better
care of patients.
Hospitals usually adhere to a principle that medical and nursing care of patients should be the same
for all classes, a distinction being made as to more
comfort and privacy for paying patients.

If laboratory

service is a part of hospital service, should it not
be available to all?

Theoretically, it should be, but

actually the average patient cannot afford to pay for
services offered by the hospital laboratory.

In many

instances, the recovery of a patient is delayed resulting
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from false economy which kept him or her from the hospital or laboratory.

It would also seem worthwhile to

give consideration to lowering rather than raising
labor rates so that the service may be extended to all
in the community.
Another question in the consideration of laboratories is their construction.

Of interest here is a

popular plan made by the pathologist, Dr. Warren C.
Hunter.

His plan consists of a wide center aisle with

partitions on both sides.

This provides division of

the department into "booths" for each service--bacteriology, seroloy, hematology, urinalysis, tissues, record
room, room for running BM R's, plus storage and locker
rooms and toilets.

This arrangement is superior to that

in many hospitals because it eliminates crowding and
the confusion of cramped quarters.
In relation to laboratories, necropsy plays an important role.

It bas been belittled on the basis that

it bas been worked over so thoroughly that there is
nothing left to discover by this means.

The fact is

that necropsy is a strong aid to investigation by contributing materials not otherwise easy to get for anatomic, bacteriologic and chemical studies.

It is true

that findings revealed by post-mortems have often lead
to important work.
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But besides aiding investigation and medical
education, necropsy serves the public.
the cause of death.

It determines

In some cases this is of great

satisfaction to the family; in other cases, this information is indispensable in legal procedure.
The value of necropsy then is indicated by its
usefulness to so many people.

It therefore follows

that every hospital should include necropsies.
The question of blood banks has given much dispute.

If one or more hospitals in a city institute

blood banks, it immediately becomes a problem whether
or not the laboratories of the other hospitals will
maintain them, too.
A cause of great discontent among some pathologists
is in being excluded from any percentage basis of
payment by the hospital.

In such cases it is not likely

that they can . advance their income far without leaving
for another hospital.
There is much more that can be discussed about
pathological and clinical laboratories, but it is sufficient that enough problems have been presented to
stimulate interest.
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OUT-PATIENT DEPARTMENT
Before the development of the out-patient department, physicians' offices were filled with non-paying
ambulatory patients who knew no other place to go for
medical aid.

The hospitals were also helping charity

patients, putting them to bed while treating them .

In

this way both the physician and the hospitals were
severely burdened with non-paying work, especially the
hospita, which thereby lost valuable bed space to the
cases that could as well have been treated at home .
For this reason the hospital out-patient department came into being.

The part of the hospital was to

furnish space and equipment; the physicians gave free
professional care.

Charity patients of any type appear-

ing in the physicians' offices were referred to the hospital out-patient department.

There they were treated

and told to return whenever necessary.

The hospitals

afforded hospitalization in those cases where it was
proven to be essential.
Thus was gained a reduction in that number requiring admission as bed patients , a shortening in the
length of the hospital stay of many who inescapably
became bed patients , a lessoning of the number of conditions requiring surgery as a means of cure, a
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reduction in the number of chronic ailments, and the
opportunity for the dessemination of health information .
It is obvious that hospitals are able to render
care of an excellent quality to the indigent and near
indigent ambulatory groups, for it is in the hospitals
that those facilities necessary for better diagnosis
and care are gathered.

The hospitals, then, are able

to render service available which otherwise would not
exist, for no single physician can either be competent
himself in all of the various specialties, nor can he
own equipment equal to that assembled in the hospitals.
In dispensaries prevention may be emphasized as
well as cure, for such organizations are in a position
to sponsor clinics for many other needs:

health exam-

inations, pre-school examinations, mental hygience,
nutrition and tuberculosis clinics, as well are prenatal and infant welfare conferences--a number of desirable services which would require an equal number
of doctors were the family able to pay for its own
care.
The financial support of the dispensary bas always
been carried by the hospital sponsoring the out-patient
department.

The method now, however, is to include
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'

in tbe patient~s examination a careful sociological
investigation.

On the basis of its findings a pro-

portionate fee is invariably charged.

With this method

the patients do not feel themselves paupers and money
is garnered to help meet the hospital's expenses.
It is best to have the out-patient department
located in or quite near the hospital in order to cut
expense and yet include practically all of the diagnostic and therapeutic facilities of the hospital.
While it is not the purpose of this paper to
describe the arrangements of the out-patient department, it may be said that space should be alloted for
a waiting room, a medical social service office, an
admitting office, an appointment office, an administrator supervisor's office, a medical records room,
dressing rooms for personnel, medical staff room, and
the many rooms to be devoted to the clinical section.
How many of these are built depends, of course, on
what the hospital proposes to undertake.
The American College of Surgeons, after several
years 1 study, formulated minimum standards for an outpatient department.

These have already proved prac-

ticable in a large number of hospitals in the United
States. 1 5
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As far as is possible no duplication is made in
the out-patient department of such services already
provided in the hospital , for example, laundry , housekeeping and accounting .
The administrator of the hospital is in direct
charge of the out - patient department .

This department,

however, handles a sufficient number of patients to
justify placing an assistant in full charge of all details, the assistant managing the out-patient depart ment just as the administrator manages the hospital.
The assistant bears many of the same obligations and relations as the administrator, including that of securing adequate professional care for patients from members of the staff.
Another group has been making similar efforts to
1

bring some semblance of medical attention to America s
underprivileged groups .
In former years pubiic health offices restricted
their efforts to the policing of sanitation--food and
water inspection, sewage and the like .

Preventive

medicine was soon included in their activities, for
contagious disease obviously belonged in the province
of Public Health .
It was soon recognized that other types of pre ventive medicine should be included in the public
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health department.

Clinics, therefore, entirely simi-

lar to those listed above for the hospital out-patient
department were developed as part of public health programs.

Thus originated the common meeting ground of

the hospi~als and the public health departments--the
out-patient service.
It is a truism that overlapping is wasteful and
the problem immediately arises, "How can these two
services be integrated?''

One answer is to ignore

such local problems as may arise bees.use of personal
jealousies, vested interests and diversity of management and for both groups to support a polyclinic to
which the patients of both are sent.
The more immediate availability of highly developed
technical skill in laboratory, diagnqstic and therapeutic
services plus the collections of special equipment to
be had in the hospital would point to the hospital as
being the logical location for such polyclinics.
A number of service centers, subsidiary to the
polyclinic, could be strategically placed in the town's
distant areas.

If a city were large enough, perhaps

each of these could be Major Health Centers with other
service centers as subsidiaries.

The Major Health Cen-

ters could offer prenatal and infant welfare clinics,
tuberculosis examinations, health exam i nations and
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dental hygiene clinics.

The minor health centers

might contact routine infant welfare and prenatal
cases, referring such cases back along the line.

Mainly,

however, these last named would serve as bases of
operation for public health nurses possessed of generalized medical training.

The nurses would engage in

health education in the homes of their district, make
the original visits on calls and send such cases as
necessary to the appropriate higher-up centers.
These nurses would receive their instruction from
specialists in the major health clinics or at the main
polyclinic.
The cost in excess of the payment received from
such patients would, of course, have to be shared by
the hospital and the health department.

In this fashion,

the health department could be assured of the proper
performance of all laboratory procedures and also discharge its duty in preventive medicine.

The hospital

I

would know that it had performed its duty in the realm
of preventive medicine and yet would have found a better
way to give out-patient care to the people.

The two

groups would have performed their duties in a way helpful to each other and cheaper for both.
Who is to make the regulations and govern such a
setup?

Why cannot the two groups agree on what standards

are to be maintained, and what each will contribute
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to help make a thorough efficient organization, and
then, by suitable compromising on both sides, jointly
arlminister it?

The hospitals would &urely be willing

to meet any public health standards required.
Such cooperation would go far in solving the current problem of getting adequate medical care to indigent groups, for with the elimination of overlapping,
more money and time becomes available for the spreading
of care to a greater number of people.
For an excellent discussion of the detailed organization of the out-patient department, the reader is
referred to HOSPITAL ORGANIZATION AND MANAGEMENT by
M. T. MacEachern.16
For a comparative study on the distribution of outpatient visits and out-patient department operating
costs as determined by the U. S. Public Health Service
as part of a National Survey , reference is made to two
articles by Margaret Lovell Plumley. 17 ' 18
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MEDICAL SOCIAL SERVICE
Hospitals have found in the past that many patients need more than therapeutic care.

The chronic

cardiac who bas been brought through a period of decompensation and whose condition can not be further
helped by continued hospital care, but who has no one
to care for him at home, poses a problem for the hospital.

These problems are undertaken by the hospital's

medical-social worker.
The functions of a hospital's social service department were clearly stated in a report of the Committee
on Functions of the American Association of Medical
Social Workers:
"Inquiry into the social situation of hospital
patients and the reporting of findings to the responsible physician; determining, in collaboration with the
physician, the factors in the social situation pertinent
to the patient's health and stating these as medical
social problems or diagnoses; setting up, in collaboration with the physician, a possible goal or best
estate for the patient to aim for, given the medical
problems and the social situation of the patient and
distinguishing the role the social worker is to play
in the plan for helping patient achieve the goal;
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executing the social worker ' s part in the plan for
helping patient achieve bis best estate. 1119
The medical social worker recruits the help of locale agencies and helps the patient understand to
accept the roles of the agencies participating in his
care.

With their help and with the help of the

agencies, the patient learns to accept his illness and
its restrictions.

He then can be further as s isted with

plans for readjustment.
•

Emphasis is to be made in selecting the correct
type of personnel for this department.

Persons doing

medical social service work must not only be friendly
and easy to talk to , but must also have a basic understanding of medicine , medical problems and their
I

social implications, medical organization, and the
psychology of the sick .

It is also essential that the

personnel has a thorough grounding in social case work.
In the organization of the hospital, the medical
social service stands as a separate department which,
although under the supervisor's control, prepares and
administers its own budget and hires its own employees .
This department should be located at a readily
accessible point, and should be provided with a quiet
comfortable conference room wherein the patient can
talk freely with the social worker .
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It is bard for

any patient to reveal personal facts while standing
in public balls.

Since a · great part of the worker's

activities are carried out by telephone, a telephone
becomes essential.
Records are kept to chart the patient's environment, attitude and social situation.

It is as impor-

tant to the social worker to bave a history of the
patient's social progress as it is to the physician
to have a history of the patient's medical progress.
It is a part of the medical social worker's job
to make the purpose of her department clear to the administrator, to the hospital's staff and personnel,
and to any lay persons who could, through understanding,
be brought to further the department's work.
Medical social service work can be very costly,
for it often involves maintaining economically those
who are unable to finance themselves while convalescing
or .making ready to refit their lives.

Often the de-

partment needs more money than the hospital can possibly
afford to give.

For this reason, it is important that

the medical social department be carefully integrated
into the hospital's scheme and ee so organized as to
give maximum service and efficiency.

-83-

PART III - OTHER SERVICES
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ADMITTING AND DISCHARGE
The adm~tting and discharge of patients is handled
differently by different hospitals .

The various

methods merit discussion in order that conclusions
may be drawn by the reader as to what the best procedure
is .
The success or failure of the admission process
is primarily dependent upon the admitting officer.

When

considering whether this position is to be held by a
doctor, nurse or clerk , stress should be placed on
first impression--a most important qualification for
this key position .

In favor of a doctor as admitting

officer is his ability to sign insurance papers , consult for autopsies and his authority to complete death
certificates.

A nurse or a clerk as receptionist

would prove equally satisfactory , however, if they were
well informed in general medical knowledge and if they
possessed a tactful and sympathetic personality.
qualifications to be recommended:

Other

knowledge ~f hospital

routine; business training; ability to properly evaluate information received .
A

hospital may prefer to admit the patient di-

rectly to his ward or room instead of admitting him
through an office .

If so , the patient makes a
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·reservation in advance and on arrival is conducted to
the room by a specified orderly.

The supervising nurse

then obtains the required data.
A systematic routine of admission includes the
following:

a suggestion that valuables go to the

safe; a card with hospital rules and service charges,
plus the best wishes of the hospital; notification of
the intern; notification of the attending physician;
an immediate diet order; and a financial agreement.
So far the procedures for admitting patients
seem simple.
picture?

What then complicates such a smooth

Finances.

Costs to the hospital of maintaing a qualified
physician as the admitting officer may be prohibitive.
On entry there are those patients who give the
impression of being very wealthy.

They want nothing

but the best, but on dismissal they say their bank roll
cannot stand such a strain and the hospital receives
no money.
This brings out the importance of an adequate admitting routine.

If the admitting office fails to get

the patient into a room according to his means, the
system fails.

The penalty is a great financial loss

to the hospital.

To guard against this the hospital
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has various resources:

it may call for a deposit;

it may call for a signature guaranteeing payment·; it
may investigate the financial status of the patient
through a credit bureau; a staff member may know the
financial status of his patient .
In the case of charge accounts, the statement
should read:

11

Person guaranteeing the payment of the

bill for services rendered . •.• • . . . .• "

Then the hos-

pital can hold the patient as well as the guarantor.
If the account is to be charged to an industrial company, a communication should be sent to the company
asking it to guarantee the bill or if the company carries
an industrial commission , to give the hospital the claim
number .

If it should be a township , city or county

case , it is well for the hospital to get the permit or
authorization signed as quickly as possible so that, in
cases where the patient is to be responsible, the bill
can be collected before he leaves the hospital .
All patients are billed with one exception .

Those

who have been investigated by a social agency or by
the hospital dispensary and found to be too poor to pay.
It has been shown then that a financial understanding betwean the patient and the hospital should
be reached on admission .

It should again be emphasized

that the hospital must not be guilty of overselling
accommodations.
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To record the number of patient days the hospital should use an admission register.
outline may prove helpful:

The following

a pay day is one day of

service rendered to any patient who is billed as much
as the established ward-bed rate; an allowance day
is one day of service rendered to any patient who, by
reason of his economic status, is billed less than the
established ward-bed rate; a free day is one day of
service to any patient to whom, by reason of his
economic status, no bill is rendered; a complimentary
day is one day of service rendered to any patient who,
because of bis hospital affiliation or because of
reasons other than economic, is not billed for service
(this does not include service rendered to employees);
an employee day is one day of service rendered to an
employee of the hospital for which no charge is made.
When patients are admitted, accounts should be
classified as pay, part pay or free.

It is only by

proper classification of accounts that hospitals can
obtain proper credit for part-pay and free work.
In the case of emergencies, the patient is treated
first and talked with later.

He is never kept waiting.

If patients enter without being sent by a doctor, the
intern, resident or staff physiciam examines them before admission.
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Patients are all subject to the same discharge
orders.

The discharge is signed by the attending

physician.

The office gives the paid-up signal by a

card marked "O . K. " when the patient is ready for discharge.

A friend or relative is asked to come to the

office in those cases where the patient cannot.

A

nurse should accompany the patient to the door to establish a good last impression.
A plan adopted in Cleveland has earned itself a
permanent place in the hospital picture, and is an excellent illustration of what can be done to avoid nonpayment of bills.

Twelve hospitals in Cleveland got

together and set up their own credit bureau with the
idea that if a proper psychological background were
furnished for people as they were going into debt, a
number of dead bills would be eliminated.

They set up

a downtown non-profit credit bureau which loaned money
to the patient for payment of hospital bills at a rate
of 6 per cent interest.

All patients were then able

to immediately pay the hospitals.

The effect of deal-

ing with a business agency at a high rate of interest
speeded re-payment of money borrowed.

The interest

charged paid the costs of maintaining the agency.

There

was no other_advertising used than explanatory forms

-89-

given to the patient by the physician or admitting
office.

Free patients and .industrial cases were, of
20
course, not referred to the collection agency.
Another arrangement to stimulate immediate pay-

ment of bills instituted by the Cleveland group was
the raising of all room rates fifty cents and then
offerirgeach patient fifty cent reduction per day if
they paid their bill in full before leaving.

This

plan resulted in the collection of 96.7 percent of
the bills. 21
A clever accessory to the admitting system which
bas provided greater economy, accuracy and efficiency
is a machine kept at the admitting desk which simultaneously types all charts to be used in the hospital.
The machine thus saves the nurse's time and save the
hospital money, for it does work which would ordinarily
require four or five people.
relatively inexpensive. 22

The machine itself is

Another helpful item is a visible index file for
the receptionist's desk telling which rooms are
available.

The index should also contain a complete

account of the patient's condition so that phone calls
asking about a patient can be answered without a call
having to be put through to the patient's ward.
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The above systems of admitting and discharging

vary, but it is evident that in all the accent is on

pleasantness, efficiency and the avoidance of bad debts.
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MEDICAL RECORDS

It was the hospital standardization program of
the American College of Surgeons that first focused
the attention of all hospitals upon the importance
of the preparation and preservation of detailed information concerning work done with the sick.
Now there is general recognition of the value of
careful, accurate and permanent medical records.

A

review of the reasons for these records will best show
why so much importance is atached to them.
The development of specialization in medicine with
more than one doctor in consultation on the same case,
has done away with the old idea that the memory of the
attending physician was the only record necessary.
The need was realized for a properly managed case record
system.
The prime purpose of the record system is to benefit the patient medically.

Medical records are extremely

useful when a patient re-enters the hospital.

The

record, if it is a good one, tells the complete story
of the patient.

Such knowledge is more helpful to

the physician than any knowledge the patient bas concerning his past condition.

In addition , the records

often save the patient money because it obviates the
repetition of numerous expensive examinations, test,
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and other procedures.
safeguarded legally.

The patient also gains by being
For example, a subpoena of the

record enables any court to obtain a true statement
concerning the patient's care and treatment inconnection with insurance claims, employees' liability
claims, suits for damages and malpractice.
From the standpoint of the hospital, medical
records are well worth the time, effort and expense
put into them.

Such records are vital in the compila-

tion of medical statistics for hospitals.

In the

case of legal suits case reoords serve as protection
for both the hospital and doctor.
Medical research is a factor to be considered in
the evaluation of record keeping.

Most advancement in

medicine has come through painstaking study of past experiences in connection with dieease.

1th medical

1

records as a medium, the truth or fallacy of a medical
hypothesis may often be proved.
In the teaching of medicine, records are most
advantageous.

The student benefits no end from the

citing of cases which illustrate the matter under consideration; the intern benefits because in order to
write a proper record he must think the ca~through
carefully; the-nurse learns accuracy and clear thinking
in connection with her wol!.k.
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In most hospitals the preparation of medical
records is superior to the utilization which is made
of the records after they have been prepared.

This is

lamentable, not only because the opportunities and
safeguards they afford to the physician and hospital is
lost, but because the expense and detailed labor entailed in their preparation is wasted.
A successful hospital record system depends mainly
upon two factors:

upon careful attention to records

by doctors, interns and nurses; and upon a well trained,
concientous record room staff.
The patients' records are kept adjacent to the
ward or room during the patient's stay and then are
permanently filed in the medical record department.
They include:

notes by the physicians regarding the

patient's condition upon admission, progress notes by
the interns, records of special diagnost:c tests,
records of special treatments, records of important
nursing procedures and the nurse's reports rega~ding
the patient's condition, notes regarding the patient's
diet, and special p~rmits and authorizations.

A final

note summing up the condition of the patient is made
by

the physician or intern after the discharge or

death of the patient.

At the end of this note, the

final diagnosis is recorded.
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Methods of recording such information vary in
different hospitals, although the information required
is the same.

Any system used necessitates the employ-

ment of a record librarian, a person who ha.s a thorough
knowledge of filing and statistics and an appreciation for the ideals in medical record keeping.
Successful use of the chart. after discharge of
the patient depends upon record room efficiency.

The

record librarian makes the final check on the record
to be certain that all reports are recorded and that
the record tells the full story of the case.
Monthly and annual reports are compiled from these
recordi.

The record department issues a monthly re-

port of medical performance.

These reports give a

clear picture of the accomplishments and short comings
of the hospital.
The record is then filed according to any method
the hospital wishes to use.

The approved systems in-

clude alphabetical cross filing according to the name
of the patient, the diagnosis, surgical procedures, etc.
The record may be filed in a separate folder or
permanent volume, the former being preferable because
it avoids working with a cumbersome book.
For the most part organization and management of
the record library is left to the intiative of the
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librarian.
tasks.

Personnel management is one of her largest

It involves the selection of employees, their

training, the determination of their rank and salary
plus their supervision and control.
The medical staff establishes rules for the guidance of the librarian by means of a record committee
whose duty it is to see that the regulations are enforced.
The hospital superintendent should instruct the
librarian with regard to relations with other departments in the hospital.
A detailed description of bow to operate an adequate medical record filing system bas not been given.
For such a description, the reader is referred to
Alice G. Kirklana. 23
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PHARMACY

A properly managed pharmacy department is of intimate concern to the patient, the nurse, the doctor
and the administrator.
This department of the hospital should be under
the direction of a competent registered pharmacist.
Here it is that drugs, medicines and medical supplies
are prepared, standardized, packaged, stored, inspected
and dispensed.
The operation of the department calls for a definite policy and competent management.

The policy adopted

should include specific regulations.

To be particularly

emphasized is the matter of records.

Careful records

are kept on the nature of all transactions and the
dates on which they occur.

This is important to both

the pharmacist and the hospital:

to the pharmacist be-

cause of the protection it affords him against false
accusations; to the hospital because emergencies are not
then likely to find a shortage in the drug room.
That management be competent is important because
the responsibility for distributing poisonous, habit
forming and otherwise dangerous drugs falls on the
pharmacy.

The pharmacist must, therefore, be a man

possessed of high qualifications.
-97-

He must know how to

prepare and standardize the large volumes of reagents

used in parenteral, diagnostic and research work in the
institution.

He also must know enough of pharmacology

to catch the errors made by physicians.

The buying and handling of supplies presents

several problems.

The hospital storekeepJrchecks all bundles com

ing from the factories. In doing this he catches any
breakage and sends it back to the suppliers.

The

drugs are relayed to the pharmacist who compares them
with the orders he formerly placed.

The pharmacist

si-gns a receipt blank for the housekeeper, and keeps
a cuplicate for himself.
Any incoming narcotics or liquors are checked on
receipt in the store room by the pharmacist and the

storekeeper in the prescense of the materials officer.
This officer puts the majority of such supplies under

lock and key, issuing sma11 quantities at a time to
the _pharmacy department and dispensary.

The pharmacist keeps a perpetual inventory with a

separate card for each type of item.

He enters the

date, amounts received and dispensed and other per
tinent data.

A "want-book" 1s·kept of items which the pharma

cist notices are getting low.
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The 11st of such items

is sent in a daily requisition order to the adminis

trator who in turn sends out weetly orders to the sup
pliers for the required items.
The operation of the pharmacy department does not
place the heavy cost on the hospital that other ser

vice departments do. It is a service that is easy to

run in an economical fashion, especially in private

hospitals where a profit can even be made on sales.

In

a charity hospital, however, or 1n the hospitals which
supply drugs at cost or less than cost to a large per
centage of patients, the pharmacy can become quite ex
pensive.

Particularly is this so when the physicians

who order the drugs do not take sufficient thought when
writing prescriptions. If only three drops of medi
cine are to be put in one eye three times a day for

one week, then sixty-three drops will be used.· If the

physician on the case orders a one-ounce bottle (which
contains five hundred drops) most of it will be wasted.
If the patient bas to pay for such waste, he is

virtually being robbed.

The patient is concerned in another way.

Since

the pharmacist is, of necessity, a well trained man,

he commands a good wage.

dispensed with the drugs.

The cost of bis salary is
Since the preparation or

solutions and drugs 1s ateadily becoming more complex
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and �xacting, the degree of skill required in the drug
room is steadily increasing.

Because of this, the

wages of the pharmacit are accordingly rising.

These

costs are being transferred to the patient, who, even
though he receives the benefit of better care, is hav
ing to pay more and more.

Hospital care thus becomes

more expensive to him.

But it isn't only the increased wage of the

pharmacist which makes drugs cost more.

A larger and

larger percentage of the drugs used in hospitals

cannot be made by the pharmacist but have to be made
by the large drug houses--which have their profit to
make.

The cost continues to rise.

Still another factor enters.

Many highly expen

sive preparations whose 'Correct usage is only vaguely
understood, have been so popularized by recent fads

and adve�t1s1ng that the average phTsician hesitates

pot to prescribe them for fear of depriving bis patients.
It is not meant to suggest that some of these

things aren't necessary.

It is only desired to po!nt

out the existing situation.
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patients and private patients may be on sufficiently
different price levels to justify two types of food.

Whether or not the more cheaply controlled floor

kitchens have been built into the hospital will in

The problem of whether or

fluence such a decision.

not the administrator, doctors, nurses, student nurses,
residents, interns and domestics are to be served in

separate rooms must also be considered here.

Perhaps

cost considerations would indicate the greater economy
could be achieved·by serving all groups the same but

slightly higher level of food.

The dietician must examine purchasing and menu

making to help solve this dilemma.

She must see that

nutritional adequacy rems.ins paramount.

This does not

present much of a problem is itself for nutritionally
adequate food can be had at low prices.

The compli

cating factor is the necessity for variety in the menu,
especially for employees who are likely to get the
same food year after year.

The dietician must rely on

her own ingenuity for new combinations which give
greater variety in the menu.

To give adequate service on a limited budget, the

dietician must look to purchasing for part of the
answer.

Her knowledge of food must include that of

growth methods and seasonal production in various
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regions, methods of handling, packing and distributing
and a knowledge of grades and specifications.

In

addition she should keep records of what was bought,

what it was like, how it was graded, what company graded

it and how well did it suit the patients and personnel.
Experience will t·each the dietician what to buy and

careful evaluation of normal and abnormal fluctuations
will tell him when to buy.

Further discussion on when and what to buy will

show the degree to which smart purchasing can influence
the dietician's budget •

. In �he case of canned goods, comparison of grades

is important.

Contract buying should be done when

firms guarantee against price decline, and when canners
have large storeroom space.

When considering the purchase of perishables, rigid

inspection for poor quality should be made.

Once the

quality is established, engaging in competitive bidding

helps save money.

When it comes to the purchase of meat, it must be

remembered that meat is the most expensive item on
the dietician's list.

In large hospitals buying by

the half or quarter is cheaper because a large hospital
can afford to employ a butcher.

Buying wholesale

cuts is cheaper in the small hospital.
-103-

The advantage

of buying by the cut system is knowing exactly where
and how much of the meat goes.

This method also

eliminates the cost of labor and the.purchase price

for equipment to cut the meat.

Besides, the machinery

in the market gives a more uniform cut and therefore
a better yield.

Other perishables such as fruit and vegetables

are cheaper in certain seasons.

This is where regional

and �easonal knowledge becomes significant.

Of interest 1n connection with perishables is the

growth of interest in frozen foods.

The smart dieti

cian will not ignore this trend.

Nothing so far bas been s�id about the actual

cooking of the food.
will save money.

Here again close supervision

If the cooks are made to follow

recipes closely, if use is made of left-overs and if
close ordering 1s required, cost.will be at a minimum.
Ordering merits further elaboration.
an efficient store room routine.

It demands

There must be a

perpetual inventory �ystem combined with requisi
tion ordering.

Then, when it is time to order to re

.

stock the storeroom,
it is easy to tell how much of
.
what is needed.

If such a system is not followed,

haphazard ordering might cause waste and expense.
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This brings us back to a discussion of the

kitchen.

��at system is best, the centralized or

decentralized?

A centralized system of food service is desirable
in one hundred to two hundred bed hospitals with ver

tical transportation, and in the three hundred to five

hundred bed hospitals built on the unit system with
not more than one hundred beds to the unit.

Individual

trays are made up in the central kitchen, adjacent

serving station or at several serving rooms to which
the food has been transported in bulk.

The made up

trays are transported by dumb waiter, tray trucks

or trayveyors to patients on the several different

floors.

Such a system has the advantage of better·

supervision, more uniform trays, no re-heating of

food, no foot odors and centralization of dish-washing.
Variations needed by patients are more easily
I

••

taken care of and, as checking is easier, fewer mis
takes are made.

It is necessary in some bospitaJs,

however, to maintain unit kitchens to prepare foods

which are better served from stove to tray.

Much can also be said in favor of a decentralized

system.

In this system the food goes in bulk in

food trucks or steam tables to individual floor food
stations.

Here the trays are made up and transported
-105-

---

horizontally to patients.· Ea.ch food truck can carry
enough for ten to eighty patients.

This syst�m is

best in large hospitals, its advantages being that

all food is prepared in one central unit.

The food

can be kept either warm or cold by using insulated

or electric trucks, second orders are ssily obtained,
there is a more personal touch to trays because of

closer contact, service may be completed throughout

the building in ten to twenty minutes without confusion
and there is less breakage.

Scales can be placed on

the trucks for weighing out special diets.
Both centralized and decentralized systems work

well when correctly laid out and efficiently managed.
But no matter what system is used the answer to the
dietician's problems is efficient management.
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HOUSEKEEPING DEPARTMENT
The importance of good housekeeping cannot be

over emphasized, for the patient's attitude and there
fore his response to therapy is decidely influenced
by t_he pleasantness of his surroundings.

The housekeeping service is generally headed by a

woman of experience who is held responsible chiefly
to the superintendent.

She takes her orders from him

but otherwise administers her own department.

her own hiring and firing.

She does

It is usually agreed that

the chief nurse should also have the authority to give
orders to the maids. and porters who are not doing a

proper job.

She does this rather than create confus

ion by sending a report through the administer to the

housekeeper.

It should be said that no committee of trustees

should be allowed to issue order to the housekeeper's
department without the superintendent's approval.

What the housekeeper is held responsible for varies

from one institution to another.

Operating rooms,

dining rooms, basements, nurse's homes, superinten:lent's
and physician's quarters, utility rooms, balls and
wards usually constitute her domain.

Area-ways and

grounds may fall in her department or to the mainten
ance department.
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The housekeeper should have one or more assistants and a corps of workers including seamstresses,

porters, maids, yardmen, scrub women, janitors and
chauffers.

Sometimes a small crew of plumbers, pa.inters,

and handymen are assigned to her depending on the type

or

hospital and its organization.

In a hospital of one hundred and fifty beds two

assistants will be needed.

One may be put in charge

of all menial work and the other in charge of the
seamstresses and the linens.

It is important that the housekeeper restrict her

selection of cleaning materials to a few varieties.

An alkali, a detergent and a soap should be decided

upon and plain instructions issued to the personnel

on their use.

The incorrect use of strong cleaning

materials can do much damage.

For instance, paint can

literally be taken from the walls by concentrated

washing solutions.

A little instruction will prevent

expensive mistakes.

The high turnover rate and the low mentality level

of the type of worker the housekeeper must employ makes
a difficult situation.

Yet new employees are expensive.

It is advisable to train them, give them good food
and wages, and encourage them with possibilities of
promotion.

This develops- some measure of permanacy.
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The personnel should be given simple lectures on

infection and its causes so as to remove the fear and
inefficiency resulting from ignorance.

They should

then receive definite work assignments so that they
may know exactly what is expected of them.

Neither the student nurses nor regular nurses

should have to engage in housekeeping.

It wastes the

nurse's time and renders the hospital unpopular among
therursing group.

A minimum ration of at least 3.3

persons in the group of maids, orderlies and attendants
to every student nurse should be available, otherwise
the nurse's work suffers.24
There is little incentive to clean a shabby dis
reputable building.

No one likes to wash walls with

shredding plaster and peelijg paint.

Rough uneven

floors look little better after hard scrubbing, and

thus work on them is careless.

On the other hand the

psychological affect of a fresh smooth surface pro
duces a. veritable "splurge" of work to keep it new and
neat.

This is so obvious that the conclusion may

safely be drawn that the constructionof the hospital

plays an important part in keeping the hospital clean.

A properly constructed and properly maintained build
ing is the easiest thing !n the world to clean.

If

the common necessities are omitted at the beginning,
cleaning problems become nightmares.
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A hospital built in a single unit is logically
easier to clean than multiple detached-unit affairs.

Rooms with rounded wall-ceiling junctures and rounded

corners are helpful.

Walls made of certain types of

hard cement and finished with enamel are simple to

wash.

To install windows which can be washed without

removing screens may be expensive.

It is also expe�sive

to pay independent window washers to do a job which

would take too much of the hospital personnel's time.

Failure to install "hosp1-radiators" with resultant

dust collections and the consequent threat of wound in

fection is lack of foresight.

This applies particularly

to the enclosed radiators of operating rooms which

cannot be reached to clean.
Too little attention continues to be paid in the

planning of hospitals as to the necessity for janitorial
closets, stor�ge spaces tor mops, brooms, coats, hats,
cleaning materials and buckets.

Conseguently·such

articles are found strewn about the hospital--in the
wards, in hall corners and in the lavatories.

Failure to allow for the airing and the sunning of

mops causes them to appear on the fire escapes.

Conveniently placed water taps are as hard to

find as electrical outlets have been in the past.
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La.ck of entry--and sometimes lack of supervis_ion

--causes accumulation of dirt and trash in elevator
pits, filthy maladorous laundry chutes and vile in
cinerator chutes.

Many a patient's stomach would churn

if the patient beheld his tray coming up in a dumb

waiter which was spattered with ancient, molded food.

The common necessities must be a part of the hos

pital's construction if it is to be maintained as a

sanitary and hygenic place for the treatment of disease.
If a hospital presents a healthy, clean and there

fore inviting appearance, much credit is due to the
housekeeper.

It is bard to image a less spectacular

job, yet its importance is of the first rank.
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LAUNDRY AND LINENS
A close analysis of the laundry's organization

and methods· oft.en will yield surprising results.

It may ee said that a hospital of f1ty beds can

do 118 own laundry with greater efficiency and less ex
pense than it will encounter when sending its laundzay
out.

An adequate laundry needs twelve square feet of
floor space per bed.25 The administrator should study
over his hospital laundry's efficiency and so organize
it as to bring to a minimum the amount of back track
ing done during the washing and pressing processes.

He should then make the movement of equipment and

machinery which will effect the greatest saving and
be the least expensive. All machines should be put
1n good mechanical working order.

Training of the operators must then be under

taken.

If they are trained properly and shown how to

avoid waste motions, time and money can be saved.

IT.1he

operators should first ee told that they will be paid
. for good �ork only. They should then be instructed
to go slowly until they develop sk�ll.

I.aer, they are

to expect payment in proportion to the amount of work
finished.

Each pressing operator can learn to care for

two machines simultaneously, turning out about twelve
pounds pe_r hour.
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If the laundry is to be held responsible for

linen it is a good idea to institute a "direct exchange"
system--one piece

of dirty.

or clean being traded for one piece

This system spots the mislaying or mis

approp�iation of any article the same day it occurs,

thereby definitely fixing responsibility.

All linen should be marked and dated when it is

bought by the hospital.

Distinctive markings for

various wards is helpful to the exchange system men
tioned above.

Marking the date allows an evaluation

of the wearing qualities of various brands.

Used laundry should be separated into "soiled"

and "contaminated" bundles on the wards.

If ·soiled,

it is placed in a plain bag; if contaminated, it is
placed in a stripped bag.

Sorting and handling is

thereby considerably expedited inthe laundry.

When the dirty linen reaches the laundry it might

well be handled by a plan instituted by G. F. Stephans,
Jr.

Six bins were built in his laundry, three for the

personnel and three for the patients.

The latter

were subdivided for soiled and contaminated.
laundry came in, it was thrown in the bins.

As the

When ready

for a new tubful, the wash man took what be needed,

weighed it, and recorded the amount on a chart by the

scales.

He was instructed to do a· certain poundage
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daily, an amount which had been determined as an
average day's work.

This was found to eliminate the

overload on Monday and spread tbe work out over the
week.

Previously, mach�nes had been overloaded the

first of the week and the washing done was of poor

quality.

At the end of the week less work was required,

but to spread the work over the day less linen was

being washed in tubfuls of equal quantities of water

and soap.

Mr. Stephan's plan eliminated these two

.things, for when the wash man finished the day's quota
be was through.

It was found und.er this sytem that

fewer workers were needed in the laundry and that t�e

cost of materials was reduced to a surprising degree.26
There are many financial pitfalls to be avoided

in the laundry and linen departments.

Tbe wrong processing of high grade woolen blankets,

the staining with antiseptics.of linens and the des
truction of expensive linen van yield a tremendous
annual cost.

One poor washing can reduce linen life
expectancy 50 per cent.27 Since bleach and oxalic

acid are the only two things utilized in tbe laundry

that can hurt linens, their use should be carefully·
watcbea.27
Torn or otherwise damaged articles should be

systematically side tracked.
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The seamstress who is

employed to make pads,· binders, covers, etc., should

receive these articles for repair.

Posted in the laundry should be a definite technique
for removing stains.
The reclamation of gauze can make a real saving.
Gauze coarser than 24 x 20 mesh cannot be saved.
other gauze should be sorted into

11

The

usuable 11 and "non

usable", the latter including all puss-soaked gauze.

The usable gauze is collected at the laundry until a
tubful can be done.

Thereafter it is carded. A worker

can card three hundred to five hundred yards per day.
At current prices it is easy to figure whether or not
be earns his time by using the formula--the number of

pounds of gauze reclaimed multiplied by nineteen equals
the number of yards it represents.

The matter of water softener may well demand con

sideration.

In the United States water varies between

five and forty degrees of hardness:

five degrees

means eight pounds of soap wasted per one thousand

gallons of water; forty degrees means sixty-eight pounds

of soap wasted per one thousand gallons of water.

If

soap cost ten cents a pourid, then waste varies between
eighty cents and six dollars and eighty cents.28 Since

many thousands of gallons of water are used monthly
by laundries, it may be said that some institutions
would do very well indeed to use water softener.
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Allowing employees to bring their wash to the

laundry can become very expensive if all outgoing
bundles are not checked for hospital linens.

Linen consumption can be cut down by not using

bed spreads in the summer.
Washing contaminated linens in chemical solutions
can be shown to yield better results bacteriologically
than boiling them--and at decreased cost.
A 1-ittle brighter· worker in the laundry is a good

investmant.

Leaky washers waste surprising amounts of soap
and water.

There should be enough linen in the hospital to in

clude some in use, some in the linen cupboards, some

in the linen room and some in the wash.
should be rotated to yield even wear.

These stocks

Such reserves

also prevent shortage in emergencies and hoarding by
departmen'b3against such shortaaes.

There are many such little points which together

represent large sums of money--saved or spent.
Why would not a hospital administrator do well to
have a trained laundryman inspect the hospital laundry
system and make suggestions?
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MAINTENANCE DEPARTMENT
Maintenanee logically starts with construction.

In hospitals built in recent years, careful atten

tion has been given to those details which would help
keep maintenance costs low.

However, many old-time

buildings which received only a few such considera
tions are still with us.

It is therefore obvious that the architect should

be selected with the greatest of care.

The specialized

knowledge of thearchitect who has previously drawn

designs for a building whose purpose corresponded to
that intended, is clearly preferable.

Similarly, the importance of the right choice of

contractor is to be emphasized.

If a.hospital accepts

the lowest contracting bid submitted, sharp dealings
of the contractor with subcontractors might well result
in a poor building.

It is far better from the stand

point of maintenance to make a list of contractors who
are known to produce excellent work, to ask them to sub

mit bids ana then to tboose from the lowest of them.
By selecting the proper site, the hospit�l can

eliminate many future maintenance expenses.

For ex

ample, a smoke hazard, besides being unpleasant, can

be expensive and there.fore industrial plants and railroad
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tracks should be avoided as far as possible.

Even

more important is the necessity of choosing a plot of
ground wherein a good solid foundation can be laid.

During the building stage the hospital should be

represented by a qualified man who understands build
ing and building methods.

This man acts as a coordina

tor between the architect and contractor..

The admin

istrator or the supervisor of maintenance might be

able to fill this job; if not, tbe hospital should find
someone qualified to do so.
How much will it cost to operate an effective
maintenance service?

It is believed that three fourths

of one per cent of the total value of the hospital
buildings and equipment is about what should be budgeted
toward the maintenance.department.29 Less than this
will eventually lead to much greater expense.

Dollar.

for dollar, the hospital will get greater returns here
than any where else.

The above figure only includes

the operative costs; it does not include shop in

stallation costs.

What should be done in the matter of shops?

planned and well equipped shops are money savers.

Well
The

examples given here could be profitably used by a

hospital of two hundred beds�
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The costs are not high

and such shops soon pay more than their own way.

Smaller hospitals, which have to sublet a good deal

of their work, would not need all of1 the things men
tioned.

They could combine several or all of the shops.
Maintenance Shop Equipment2 9

Electrical shop
Test Board - Arranged so that all elec
trical equipment may be tested. Out
lets should be provided for all elec
trical currents used in the institu
tion. Also, testers for fuses, radios,
and clock system should be installed.
Work Bench
Ammeter
Voltmeter
Ohmmeter
Electric Drill
Electric Emery 'Wheel
Electric La.the
Pipe Vises
Bench Vises
Ladders
'Pipe Ra.ck
Sets of Electrician's tools
Steam fitters' and plumbers' shop
Work Bench
Anvil
Forge
Elec'bric lathe
Blowtorch
Gasoline Furnace
Lead �ot and Ladle
Electric Drill
Electric Emery 'Wheel
One-ton Chain Hoist
Welding Outfit
Electric 'l'hreading Machine
Pipe Vises
Portable Bench Vise
Gas, Air and Vacuum Connection
Pressure Testing Apparatus
Stocks and Dies
Reseating Tools
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Snakes
Ladders
Four-wheel Truck
Sets of Plumbers' Tools
Carpenters' shop
Work Bench.
Band Saw·
Electric Bench Saw
Electric Planer and Shaper
Floor Surfacing Machine
Electric Glue Pot
Bench Vises
Sawhorses
Ladders
Lumber Rack
Glass Rack
Sets of carpenters' tools

Paint Shop
Stripping Tank (galvanized metal tank large
enough for dipping furniture, with steam
coils in bottom of tank to heat alkali
solution)
Work Bench
Drying Oven
Paint Agitators
Complete Sets of Baint Brushes
Paint Spray Booth (ventilated and lighted)
Dustproor Drying Room
Ladders and Window Jacks

Ground Keepers' Shop
Tractor with lawn mowing, rolling and
anow removing devices
Wbeelba?>rows
Shrubbery Trimmers
Sprinkling Equipment
Shovels, Spades, Picks and Rakes
Hand Lawn Mower

'Who is to oversee the operation of such shops?

One man called "the supervisor",•is customarily appointed
head of the maintenance department by the hospital
superintendent.

light and power.

He is also placed in charge of heat,
This man should be acquainted with

the functions of the various building trades and have
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a knowledge of the operation of all mechanical equip

ment appearing in the hospital, such as laundry, x-ray,
refrigeration, heating, plumbing, electrical and
laboratory apparatus.

He should be able to decide

what equipment should be replaced and to forsee the

hospital's future needs.

Such a man ts often difficult to find, but once

found he will save the hospital many times his salary.
If a man of poor ability occupies this position, a

great deal of cash can be wasted.

Since he also super

vises the heat, light and power plans, only one half
of his salary is an expense of the maintenance depart
ment.

Personnel appearing in the maintenance department

include electricians, steam fitters and plumbers,
carpenters, painters, ground keepers, watchmen and

truck drivers.

The number of each type required varies

so from one institution to another that only rough fig

ures can be given as to what any one hospital would need.
Personnel Re�u1rea 2 9

Supervisor of
Service (parttime
Electricians
Steam fitters,
Plumbers
Carpenters
Pa:•inters

100 beds

Size of Hospital
2 00 beds 300 beds 400 beds

1
1

1
1

l
l
1

1
2
2
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1
2

l
1

2
2

l
2

3

Smaller hospitals can merely make any of several

combinations of the various groups but larger hospitals
will do well to appoint a foreman to the head of each.
The supervising foreman makes a detailed list of

the duties of each of·the groups, giving each new

employee a typewritten list of his exact duties and
responsibilities.

�equisitions for routine repairs are

made out by the nursing supe�visors on their daily ward
inspections and sent to the maintenance supervisor.

Department heads may do the same.

The supervisor

takes these and other requisitions be may have orig

inated on his weekly inspections of the institution to
the administrator.

Once a month it is advisable for

the administrator to meet with the supervisor and
evaluate the maintenance department's work.

The importance of maintenance services lies largely

in the prevention of extensive repairs.

Breakdowns

are much more expensive than is indicated by the cost
of labor and material.

Changes must be made in rou

tine when equipment is out of service.

Employees who

are standing idle represent paid time which is non
productive.

If overtime work is required, then over

time pay becomes necessary.

Any temporary repairs which

are made must later be replaced with permanent repairs

at additional cost.
prevention.

Emphasis is therefore placed on
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Preventive maintenance is best scheduled on a
seasonal basis.

Du.ring the hot summer months the beat

ing system should be gone over thoroughly while it is
not needed.

Such things as flushing out the hot water

system, cleaning traps and valves and checking vacuum
pumps are best accomplished at that time.

The painters

complete their annual repair or roofs, flashings,
gutters and wall copings, light post, brick walls, smoke
stacks and the like, working outside while the weather
is nice and doing little jobs required in doors when
the weather is rainy.

In January the refrigeration and air conditioning

systems are gone over.

"Any time·and effort expended

cleaning oondensors, sprays and filters, replacing old

packing, cheeking valves, rings and pumps, renewing
faulty insulation .•.• will pay big dividends. n30

Sine� all machines become worn through use, big
expensive repairs of major breakdowns can only be
avoided by thorough periodic inspections.
11

A stitch in time saves nine."

To quote,

Jobs shou14 be let outside only when they can not
be economically handled by the maintenance department.
Before purchasing new equipment, the administrator

should confer with the maintenance personnel and ask
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for their advice and estimates.

Fifty to ninety per

cent can often be saved by having the maintenance department manufacture the article desired.

All mechanics should be required to turn out good

work on every job.

To help them the shops must be well

arranged, equipped and stocked . . rt is foolish to re
quire personnel to spend a quarter's worth of time

looking for a penny bolt.

A well planned maintenance program will yield

better service and better departmental output.

It

will prolong the life of both buildings and equipment.
Good maintenance is synonymus with economy.
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PART IV - FINANCIAL CONTROL

-125-

HOSPITAL INCOME
In what ways do hospitals raise the money to fi
nance their operational cost?
Exemption from state taxes is helpful, as was men
tioned earlier.

Bills collected from patients is of

considerable aid, but not all patients can pay their
bills.

'Where does the money come from that defrays

this expense?

Also, what of the hospital whose patient

per diem cost is so high that no more can be charged
than that amount which barely covers expenses?

None of the money which is given to hospitals as
an endowment can be spent, qnly those moqeys which the
endowment brings as interest.
nursed along in several ways.

But the endowment can be

Drives to collect money

tor a set purpose can be initiated.

This method 1s

only successful to the extent that it can demonstrate
a need vital to the community.

By careful study pre

paratory to the execution of the drive and by inveigling
the newspapers into giving daily publicity, a success

may be made of the undertaking.

A definite amount

should be announced as the goal at the very outset·or
the drive.

Thereafter the public must be kept informed

as to how much must be raised before the goal will be
reached.

Entire hospit&ls have been built from the

proceeds of such drives.
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By work ing steadily for the best of public rela

tions much can be done for the hospital.

If this has

been done properly and encouragement is given in the
right places, a steady flow of gifts can be maintained.
The large, hard-to-get endowment will more often be

given to the hospital which has the public's good will.
Such gifts as are received must be so handled as

to produce the greatest possible benefit.
can be done w1th gifts of money.

Three things

They may be placed to

the credit of the general endowment and invested with

it; they can be spent for buildings or plant equipment,
thereby keeping intaot the endowment for such purposes;

they can be credited to the surplus account to care
for operating expenses.

Of the three, the first is usually best.

However,

it is always wise to encourage unrestricted gifts so
·that they �Y be applied wherever the need is greatest.
Investment of the endowment either can gain or
lose money for the hospital.

Hospitals usually in

vest their endowments in approximately the following
manner:

preferred stock--7 per cent; mortgages--13

per cent; common and miscellaneous stock--29 per cent.

These figures are but averages of the amounts invested

by a number of hospitals.

Such percentages naturally

vari according t o the times and prices and to the size
of the endowment.
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There are certain general rules that are observed

in investing the endowment.

Both long and short term securities are bought

so that some securities are always in a liquid state.

The money they represent is thus kept available for re
investment.

Some first-class·bonds are bought because

of the certainty of income from them.

Other bonds

are bought which, while not so safe, offer higher rates

of interest.

A trust company is engaged to care for

the securities and to give advice on buying and selling.
Before any investments are made the financial committee
makes a study using such non-partisan reference as
Moody's, Poor's or Standard Statistics.

The welfare

of the endowment d epends largely on how careful and how

vigilant the committee memb�rs are.
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ACCOUNTING
"Accounting records are adequate only to the

extent they serve the administrator in the control
os bis own hospital. 11 31

Although many say that they must maintain their

own systems of accounting because of their hospital's
peculiarities, the peculiarities are in reality less
than the uniformities.

If a comparison of the.hos

pitals could be made on a uniform ba_sis, a desirable
thing would happen.

Peculiarities would stand all the

more clearly revealed.

This would help all adminis

trators, for they then could know just how their

hospitals compared with others.

Uniform reports would not hamper administrators

any more than a uniform musical scale hampers the writ
ing of classical and popular music.

But for uniformity to exist there first must be

uniformity of definition.

There are two elements in per capita cost:

cost and the number of patient days.

total

Some hospitals

interpret "'total costs n to include medical, education,
nursing, out-patient cost, interest on borrowed funds
and depreciation in plant .and equipment.
pitals exclude these.

Other hos

In some, the calculation of
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patient days includes those of new born infants, over
night guests, relatives of patients and cases in the
emergency room.

Other hospitals count only the adult

patient days.

Such variations conceal the effectiveness and

eparacteristics of the hospital reporting the data.

The

data is therefore of no use.
It was for this reason that the Committee on

Accounting and Statistics of the American Hospitals

Association wrote a manual which stated precisely the
acceptable definitiens of hospital statistical and

financial terms and at the same time, recommended a

standard classification of the hospital assets, lia

bilities, income, expense and formulas for the calcu
lation of income and cost of hospital departments or
units of service.

No new �ethods were presented.

The

attempt was to codify the old methods.
A revised edition of this manual was approved by

the Committee on Coordination of Activities and by the
Board of Trustees of the American Hospital Association.
In this edit_ion emphasis was placed on the needs of
smaller hospitals, but the principles remain applicable
to all hospitals.

Hospital income was limited to patients' fees,

voluntary contributions, governmental contributions

and endowment· returns.
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Cost per patient day was made a standard procedure
so that all could compare.

Howvver, although it still

remains an index of hospital activity, the cost per

patient day does not indicate the efficiency of the hos

pital but merely tbe differences in quality or com

plexity of the hospital's program, wage or price levels
in the community or percentage occupany over a given

period ·or time.

The above two examples were given to illustrate

the clarity that might be wrought were all hospitals

to adopt the same system.

"This 1s a fine contribution to 11J0re uniform

accounting in American hospitals that should result
eventually in an accumulation of accurate' data of value
to the hospital field. 11 32
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PURCHASING
When· a hospital's equipment wears out new equip

ment must be purchased to replace it.

If the old equip

ment were replaced by standardized materials, great

economy and efficiency could be gained.

However, there

is a lack of realization of this and the practice has
not become catholic.

Since 1923 �he Committee on Standardization of the

American Hospital Association has given annual reports

and published manuals of standardized materials to help

the hospital administrator.
The importance of standardization is brought out

in an article by Arthur M. Galvin. 33

"It has been found

by the Department of Commerce in a survey made some

years ago that the average waste of six great industries
ran from twenty-nine �o sixty-four per cent of the time,
labor, effort and money put into those great trades.••.
Back in the 'nineties',. we are told, there were 180

different lamp sockets.

Today.there are six.

Motors reduced its 13 ,000 minor parts to 2100.

General
In a

chain of three hotels it was estimated that a saving of
$100,000 a year had been made because they have re

duced their fifteen designs of carpet to three, their
thirty styles of glassware to ten, and so on down .
. -132-

One rubber company reduced its 1600 items to six.

Thus, we see not only a saving but a decrease in

waste, in stock, production costs, selling expenses,
misunderstandings, investments, etc.

It increases

turn-over, promptness of delivery a·na automatically
raises the quality of the produce.

It reduced the

catalog of one company from 47 pages to the back of
the company's letterhead. 11

In 1923 the American Hospital Association committee

found that among the hospital beds in use there were

32 variations in length, 34 in width and 44 in height.
The Committee then set down the standards to be met

by hospital beds and published the 11st.

At a later

date questionnaires were sent to all hospitals with

200 beds and up,½ of all hospitals with 100-200 beds

and 1/3 of all hospitals with less than 100 beds.
11

Reports from 90 institutions revealed a total

var�ion of some 900 different combinations of ward bed
sizes; 1104 hospitals reported 663 different combina

tions of private bed sizes; and 565 hospitals reported

500 different combinations of special type bed sizes.n33

But since the sizes recommended by the Committee pre
dominated, the Committee reaffirmed its standards:

Although the differences in bed sizes are actually

negligible and most beds are equivalent as1ar as taste
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and use is concerned, considerable cash is lost by
buying the non-standardized units.

That the above

questionnaire showed a trend to buy standardized units
was not thought by the Committee to mean that buyers

had given much thought to the matter.

It was concluded,

rather, that standardization by manufacturers was the
chief reason hospitals had nstandardized".

In 1924 this Committee reduced blanket sizes from

78 to 12; in 193& that number down to 11.

But again it

was thought that hospitals bought standardized equip

ment only because manufacturers stuck to the recommended
specif1cat1ons.33

In 1925 the Committee on Standardization of Hospital

Furnishings, Equipment and Supplies in conjunction with
the American Hospital Association and the American

Vitrified China Manufacturer's Association reduced_
hospital chinaware items from 700 to 345.

After further

conference with the pottery industry and.other inter
ested groups, the list was reduced to 115 items.33

It is significant that one manufacturer stated that

78 per cent of his sales were among 42 types.

If hos

pitals could agree to limit all pu-rchases to a group
of 42 items, there would be a further fall in prices,
smaller inventories would be required and no delays

in delivery would occur.
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It was shown how standardization might progress
when the committee get 70-91 per cent of hospitals to

agree to adopt a limited number of cotton textile
sizes.

The number of sizes was reduced from the 454

prevailing sizes to

26, a 94.per cent drop. 33

The same situation was met in adhesive plasters

and the number of sizes was reduced from 26 to 15. 33
That limitation of sizes does not stifle important

developments was shown when the Committee later dropped

one size and added another.

The greatest difficulty the Committee encountered

was 1n standardization of surgical dressings •. The hos

pitals who tried to follow the recommendations were

immediately besieged with furious complaints from sur
geons who favored pet bandages and would not be with

out them.

The result of such attitudes was indicated

in answer to the evaluation questionnaire sent out by
the Committee.

Out of 629 hospitals who answered, 296

did use standardized dressings, 149 used them with

other types, 13 1 did not use them at all and 53 made
unintelligible reports. 33

therefore remained high.

The cost for dressings bas

It is suggested that the solution to the problem

lies in inform.ing 'Q!:tysicians and surgeons of existing
conditions and the benefits to be gained by altering them.
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In past yea.rs over 1500 varieties of a single
type of bandage, all for practically the same purpose,
have been in use at the same time. 33

By allowing this

waste, inefficiency, delay and consequent higher cost

of hospitalization continues to exist.

Greater efficiency may be gained by surgeons

who go from one hospital to another if all the hospital
committees were to adopt definite lists of dressings
for the surgeon to choose from for each type of opera

Sponge counts are facilitated for the operating

tion.

room personnel if all sponges are the same shape and
size, time thereby being saved.

Standardized buying has done much to reduce hos

pital purchase costs.

Coopel'ative buying bas be\ped

to further reduce them.

Cooperative h aspital buying started in New York in

1895 when the State Commiasion in Lunacy, which super

vised 12 hospitals that had a buying power of several

millions of dollars annually, formed an agency to buy
directly from manufacturers. 3 4

were thereby avoided.

Retailer's profits

The Commission engaged an expert buyer for the
agency.

To put it mildly, the money saved more than

paid for bis salary and expenses •.
A later effort by some of New York's general hos
pitals gave birth to a group with central purchasing
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powe� which bas expanded to include nearly all of New

York's hospitals, nearly all of the hospitals in the

surrounding territory and other hospitals scattered all
over the world--Newfoundland, Africa, China, Liberia,
Porto Rico and Japan.

The buying �gency for this group, which calls it

self The Hospital �ureau of Standards and Supplies had,
in 1938, members in 24 states and 15,000,000 patient
day census per year.

One year and seven months later

it had grown from 211 member institutions to 250

and the patient-day census bad climbed to 18,330,000. 35
This bureau maintains a definite research pro

gram with a full time research engineer.

In this way

it can analyze the offerings in various lines and de
termine what would be the most economical for hospital
use.

The cost of operation of the entire agency is

1/5 of the savings afforded the hospitals.

Members

outside New York City pay not more than $200 per year.
Intercity members pay not more than $600 per year.

The agency stands ready to purchase anything in any

amount desired by a member institute.

Its activities

include buying, standardization and simplification and,
as stated above, market research, laboratory analysis
and service tests.

The agency 1s non�profit making

and it therefore exempt from national, state and city
laws •35
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In 1938 there were more than 10,000 cooperative

buying agencies in the United States.
were virtually none.
taken hold.

In 1895 there

This indicates how the idea has

"U. S. Steel Corporation, American Tele

phone and Telegraph Comp&nies, General Electric Co.

and hundreds of other industrial consolidations take

advantage of cooperative buying to the nth degree. 11 33
·Obviously so should hospitals.

No administrator is so

well informed that he can do without the advice of
trained bureau experts.
Cooperative buying does not limit the hospital's
freedom of choice, its initiative in buying or its
originality in new standards.

Hospitals can pick out

and buy whatever they want as far as make, type, number,
and size allotments are concerned.

There is no danger

of infringement upon the administrator's prerogatives.

He still does the choosing, but with advice.

There have been many objections made to coopera

tive buying:
1.

Only local groups benefit.

York group.
2.

It is world wide.

But look at the New

Deprivation of administrative powers.

has been answered.

This

It might be added that when dealing

with.buying agencies the administrator is given time

to think and is not r·nsbed along by a high-powered
sales talk on one brand of equipment.
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3.

No good example of successful dealing with

such a system.

The literature is full of accounts
which fairly gloat in exbalation.36

4. Distributors and middlemen are forgotten.

But they forget that hospitals are non-profit eleemosy-.
nary institutions most of which are operating at a
deficit; that they are largely dependent on receipts

from the sick and endowments for income.

Such objectors

should question the great industrial organizations

which are out for profit and never deal with a middle
man.
Cleyeland avoided the common stumbling block of
community opposition to any outside buying by a com
munity supported institution by patronizing local manu
facturers for any usable commodities produced.

By

forcing them to engage in competitive bidding, quite
favorable prices were obtained.

This clear-beaded

policy melted away all oppos:ftion.
There are a number of reasons which call for co
operative buying, some of which have already been
stated:
l.

saves hospital administrator time and money

in many situations that he knows nothing about.
accurate service is given.
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Fast

2.

Provides check in local manufacturers.

3. Advice and data freely given with no obli

gation to purchase.
4.

5.

Trained technical buying without cost.

Only high grade products are bought--a part

of the bureau's agreement.

6.

Most agreements let the hospital order di

7.

Small and large hospitals can use the system

8.

Most agreements allow preference if the hos

rectly from the manufacturer.
to equal advantage.

pital wants two or three grades of supplies, for

example:

9.

canned goods.

Saves cold cash; besides getting wholesale

rates, discounts are given because of large purchase
volume.

10.

It is the administrator's duty to get the most

of the best for the least.
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INCLUSIVE RATE PI.ANS
The conception of inclusive rates merits em

phasis.

Under this system rooms and service go at one

price to all patients of a given ecqnom1c status.

There are always a few patients who need special.

tests performed in the hospital before their condition

can be properly diagnosed or evaluated.

Often the

bill which is then run up is, to the recepient, a
financial catastrophe.

By computing the average special service cost
for all patients entering the hospital and then affix

ing that cost to all bills, regardless of whether the

services were used or not, the cost is distributed and
no longer repsents a threat to the individual patient.
The system bas other advantages.

Physicians who

often desire a test, but who hesitate because of the
patient's finances, can order any test at will.

It

bas been shown that doctors do not take advantage of
this opportunity.

Bookeeping work is greatly reduced because there

is no longer a need to separately bill patients for
each service rendered.

Before hospitaliza�ion, the physician can discuss

with the patient the exact expense that is to be
-141�·

expected.

The patient no longer is assailed by fears

of heavy unanticipated costs and will not, for such a
reason, further delay hospitalization.

If a close analysis and description of the in

clusion rate system is desired, the reader may take
reference to the discussion by John R. Mannix on

Cleveland, Ohio's, plan. 37
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GROUP HOSPITALIZATION AND HEALTH INSURANCE
The average cost per year for the medical care of
a civilian is about $25.

He, however, claims it is too

high--because it is unexpected, and, if his is one of

the greater than average bills, it may impoverish him.

He, therefore, reas�na1ly resorts to group protection.
There are many types available:

accident and health

policies of private insurance companies; special in
dustrial organizations--railroads, mines, lumber

camps, etc; student health dues in educational insti
tutions; fraternal orders; �orkmen's compensation; and

hospital service plans.

The last group is growing rapidly all over this

country.

A small non-profit agency endeavors to con

tract with all hospitals in the area and then sells
low cost hospital insurance to all subscribers who
wish to buy.

All the plans differ in detail but are

alike in principle.

"Employed people pay monthly dues

of 50 to 85 cents per person and entire families are
enrolled at amounts ranging from $1.25 to $2.00 a

month, depending on the scope and nature of the bene
fits.

Each person is entitled, if necessary, to three

or four weeks of hospital service each year, usually
in semi-private rooms, including meals, nursing,
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operating room, laboratory and other special services.

Benefits do not cover fees to private physi

cians or nurses.

The payment of such bills must be

arranged for by the patient individually.

Each non

profit plan is formed as a special association, with

trustees selected f�om the hospitals, medical profession

and general public, who serve without pay, as do the
tnustees of a university, hospital or socia� agency.

Subscribers axe enrolled in groups through their places

of employment and employers cooperate in the collec
tion and payment of monthly dues.

Represent�tives of

the plans are paid on a salary basis.

At the time of sickness the subscriber has free

choice of any member hospital where his attending
physician enjoys staff privileges.

The hospital is

paid an agreed amount for each day of care to the sub
scriber.

There is no interference in the relationships

among hospitals, medical staffs and patients.

An

attempt is made to enlist every hospital of standing
as a member institution.

The seential economic feature

of the plan is the joint guarantee of service by the
group of member hospitals..

These institutions agree

to p�ovide the service even though· the resources of

the plan might temporarily be insufficient to pay the
established daily rates. 11 38
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· Between 1933 and 1939 such plans appeared in 60

cities and communities.

Since then the progression in

enrollment has been nearly geometrical.
July 1935--100,000 subscribers

June 1939--4,000,000 subscribers

July 1943--12,000,000 subscribers 36

This growth wa·s foreseen and in 1933 and 1937

the American Hospital Association and the American
Medical Association, respectively, stated the princi
ples to be followed in such group plans.

State laws

have since been enacted which specifically limit those
engaging in the application of these plans to non

profit organizations.

Group practices most certainly spread the resources

of science to more patients than would otherwise be
reached.

But they are are not the final answer.

"On tbe average, hospitalization cos�s account

for about 13 per cent of the average expenditures for
all items of medical care and about 21 per cent of the
total spent for hospitalization, physician's service
and nursing" .39

Besides, while these plans are within the reach

of the white collar and professional groups, that is,
the middle income group� it is not within tqe reach
of certain other groups.

There are low income groups
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who are self-supporting and independent but none-the

less have incomes so low that they are unable to afford
the full cost of medical and hospital service even on
an insurance basis.

It would seem that part of this cost will, in

time, have to be borne by tax funds--either comprehen

sive tax supported services or contribution by the

government to voluntary hospital care or health in
surance plans on behalf of wage earners enrolled in low

cost plans.

This way, perhaps, a substantial group for whom

otherwise the government would have to bear full costs
could be had to pay a part of the expense for their

own care.
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CONCLUSION
Two things become apparent in any study of
.hospital administration.

Both help explain why

hospital care has become so expensive.

The first may be stated as a question:

How

can a hotel accomodating the same number of people
as a given hospital �.money, while the hospital
loses money -- both charging the same rate.

The answer is that hospitals have to devote

so much work space and money to service.

For ex

ample, the new Children's Hospital, Omaha, which

is to be built on the campus of the University of

Nebraska Medical College, has five-sixths of its

floor space alloted to service units.

Only one

sixth of the building wilUihouse patients.

The second factor driving hospital costs
steadily upwards is the expense of required special

ized service.

In the nursing chapter 1t was attempt

ed to show how more and more training of hospital
personnel is needed.

The nurse was originally

brought into the hospital to do menial work.

Soon

she was being taught the whys of medicine that she
might better perform her duties.
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Eventually she

learned enough so·that most of her time is needed
away from the bedside.

Ward helpers then came into

being to perform routine work and thereby release
the nurse for more specialized duties.
the need to train the ward helpers.
on and on in every department:

There is now

And so it goes,

the operating room,

the radiological department, the obstetrical depart
ment, the laboratory and all the otper units.

It

follows that hospitals expenses climb in proportion

to the new specialization.

And this is all necessary.

But it means that

hospital care will become too expensive for the in
iividual to bear.

It is plainly evident that, in

time, the hospitals will have to be subsidized.
Subsidy may mean control or partial control.

It is

to be hoped, whatever the control, that medical care
will continue to keep pace with the advances of med

ical science.
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